“ill 

It 

* '©' w 

]■ 12:00 

< 

Question 1 of 36 

— 


A 36-year-old devout Hindu woman 
who follows a vegan diet is referred to 
the Gastroenterology Outpatient Clinic 
by her general practitioner (GP). She 
complains of a 6-month history of 
lethargy and increasing breathlessness 
on exertion. Her blood pressure is 
112/82, pulse is 70, BMI is 23. 
Neurological examination is normal. 


Investigations: 


Hb 

8.6 g/dl 

MCV 

112 fl 

WBC 

3.8 x 10/1 

Pit 

110 x 10/1 

ESR 

8 mm/h 

Biochemical 

profile 

normal 

Serum gastrin 

42 pmol/l (< 55) 


What is the most likely diagnosis? 



A Pernicious anaemia 
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MCV 

112 fl 

WBC 

3.8 x 10/1 

Pit 

110 x 10/1 

ESR 

8 mm/h 

Biochemical 

profile 

normal 

Serum gastrin 

42 pmol/l (< 55) 


What is the most likely diagnosis? 


A Pernicious anaemia 


B Dietary deficiency of B12 

C Aplastic anaemia 

D Myxoedema 
E Myelodysplasia 
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The most likely cause of a macrocytic 
anaemia with a mild reduction in white 
cell count and platelets in this patient 
is dietary deficiency, A Hindu diet is 
usually vegetarian. Vitamin B 12 is only 
found in foods of animal origin, e.g. 
meat, fish and eggs. First-line 
investigations should confirm vitamin 
Bi 2 deficiency before undertaking 
further, more invasive investigations. 


A Pernicious anaemia 

Pernicious anaemia is associated with 
elevated serum gastrin and decreased 
intrinsic factor. As such, the normal 
serum gastrin effectively excludes the 
diagnosis. 



Aplastic anaemia 


There are no precipitating risk factors 
for aplastic anaemia, and in a strict 
vegetarian, B 12 deficiency is the likely 
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An 18-year-old man is admitted after 
celebrating his birthday with friends at 
a night club. He drank a large volume 
of vodka and beer and then proceeded 
to vomit copiously. After vomiting and 
retching for the third time, the vomit 
was seen to contain bright red blood. 

Endoscopy the following morning was 
normal. 

Which of the following is the next 
most appropriate management step? 


A Angiography of the coeliac 

axis 

B Repeat endoscopy in 1 month 

C Start intravenous proton 

pump inhibitor therapy 

D Start oral proton pump 

inhibitor therapy 

E Discharge the patient and 
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An 18-year-old man is admitted after 
celebrating his birthday with friends at 
a night club. He drank a large volume 
of vodka and beer and then proceeded 
to vomit copiously. After vomiting and 
retching for the third time, the vomit 
was seen to contain bright red blood. 

Endoscopy the following morning was 
normal. 

Which of the following is the next 
most appropriate management step? 


A Angiography of the coeliac 

axis 

B Repeat endoscopy in 1 month 

C Start intravenous proton 

pump inhibitor therapy 

D Start oral proton pump 

inhibitor therapy 

E Discharge the patient and 

reassure them 
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Discharge the patient and 
reassure them 


The history of retching followed by 
bright red blood in the vomitus and 
the normal findings on endoscopy 
suggest a diagnosis of Mallory-Weiss 
tear. The patient is haemodynamically 
stable and requires no specific 
intervention, except reassurance and 
advice on safe consumption of alcohol. 

A Angiography of the coeliac 

axis 

This would be a possible investigation 
for mesenteric ischaemia. Mesenteric 
ischaemia is small bowel injury due to 
hypoxia following a thrombosis or 
embolus. It is associated with AF and 
causes sudden and severe pain with PR 
bleeding. This does not fit, as the 
patient has vomited blood rather than 
passed it PR, and he lacks any relevant 
risk factors. 
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A 50-year-old woman is referred to the 
outpatient gastroenterology clinic with 
an 11-month history of abdominal 
cramps and diarrhoea. She opens her 
bowels three or four times a day and 
the stools are loose and foul-smelling. 
She denies any rectal bleeding but 
admitted to losing some weight, 
particularly over the last six months. 
Her appetite has remained unchanged. 

In her past medical history, she 
underwent a total abdominal 
hysterectomy for carcinoma of the 
cervix together with external radiation 
1 year earlier. Recent follow-up by her 
gynaecologist confirmed no recurrence 
of the malignancy. She was a non- 
smoker and drank alcohol occasionally. 

On examination, she is emaciated and 
afebrile. On abdominal examination 
there is a healed midline scar and mild 
tenderness in the right iliac fossa with 
no other abnormalities. Rectal 
examination is normal. 
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Investigations: 


Hb 

10.0 g/dl 

WCC 

8.0 x 10 9 /l 

PLT 

199 x 10 9 /l 

MCV 

106 fl 

ESR 

22 

Serum B 12 

95 pmol/l (160- 
170) 

Serum folate 

20 |jg/l (2-11) 

Urea and 
electrolytes 

Within normal 

limits 

CXR 

Normal 

AXR 

Normal 


Which of the following is the most 
likely diagnosis? 


A Crohn's disease 



Jejunal diverticulae 








Serum folate 

20 M9/I (2-11) 

Urea and 

Within normal 

electrolytes 

limits 

CXR 

Normal 

AXR 

Normal 


Which of the following is the most 
likely diagnosis? 

A Crohn's disease 


B Jejunal diverticulae 
C Small bowel lymphoma 

D Pernicious anaemia 


E Radiation enteritis 
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E I Radiation enteritis 


This lady has a malabsorption 
syndrome with selective B 12 
malabsorption, due either to terminal 
ileal disease (Crohn’s disease, terminal 
ileal resection, ileal tuberculosis (TB)), 
pernicious anaemia or excess B 12 
utilisation in the gut (secondary to 
diverticulae, fistulae, radiation enteritis 
and small bowel involvement in 
systemic sclerosis). 

Radiation enteritis is secondary to the 
abdominal radiotherapy, which leads to 
fibrotic strictures and adhesions. These 
strictures predispose to bacterial 
overgrowth and this in turn leads to 
steatorrhoea due to deconjugation of 
bile salts. Vitamin B 12 is selectively 
metabolised by the bacteria and the 
folate is left. 


A Crohn's disease 

Although this diagnosis is a possibility, 
her age is not typical for Crohn’s 
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Although this diagnosis is a possibility, 
her age is not typical for Crohn’s 
(there is a bimodal presentation with 
peaks between 15-30 years and 
between 60-80 years), and it would 
not explain the high folate seen in this 
case. 


B Jejunal diverticulae 

The age of the patient and the 
duration of symptoms are not 
explained by the diverticulae. 


C Small bowel lymphoma 

Small bowel lymphoma will not lead to 
a selective B 12 deficiency. 


D Pernicious anaemia 

Symptoms of malabsorption are 
absent in pernicious anaemia. 


Rate this question: 
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A 50-year-old Asian male, presents 
with a 3-week history of jaundice and 
pruritus. He has a 1-year history of 
diarrhoea which had been diagnosed 
as irritable bowel syndrome by his 
general practitioner. There is no history 
of foreign travel and he denies any 
illicit drug use or recent blood 
transfusion. On examination he 
appears jaundiced and has scratch 
marks on his trunk, but the liver is not 
enlarged and there is no evidence of 
ascites. 

A liver biopsy is performed and the 
histology shows typical onion skin- 
type periductal concentric fibrosis. 

What is the most likely diagnosis? 

A Primary biliary cholangitis 

B Haemochromatosis 


C Autoimmune hepatitis 



Primary sclerosing cholangitis 
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of foreign travel and he denies any 
illicit drug use or recent blood 
transfusion. On examination he 
appears jaundiced and has scratch 
marks on his trunk, but the liver is not 
enlarged and there is no evidence of 
ascites. 

A liver biopsy is performed and the 
histology shows typical onion skin- 
type periductal concentric fibrosis. 

What is the most likely diagnosis? 

A Primary biliary cholangitis 

B Haemochromatosis 

C Autoimmune hepatitis 

D Primary sclerosing cholangitis 

(PSC) 

E Alcoholic liver disease 
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A liver biopsy is performed and the 
histology shows typical onion skin- 
type periductal concentric fibrosis. 

What is the most likely diagnosis? 



A Primary biliary cholangitis 

B Haemochromatosis 


C Autoimmune hepatitis 



E Alcoholic liver disease 

Explanation 



• i 
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Question 4 of 36 


Periductal concentric fibrosis (‘onion 
skin’) is a classic histopathologic 
finding of PSC on liver biopsy. The long 
history of diarrhoea should make you 
consider a diagnosis of inflammatory 
bowel disease (IBD), a condition 
strongly associated with PSC. In fact 
approximately 60-80% of patients with 
PSC have concomitant IBD. 

A Primary biliary cholangitis 


This typically shows a dense 
lymphocytic infiltrate in the portal 
tracts with granulomatous destruction 
and loss of medium-sized interlobular 
bile ducts, focal and variable within the 
liver. 


B Haemochromatosis 

When a liver biopsy is performed in 
this setting, Peris' Prussian blue stain 
would be performed to evaluate the 

o o □ 






A 35-year-old man presents to the 
clinic complaining of diarrhoea, 
passing up to eight stools per day. 

On further questioning, he admits that 
they are very smelly and difficult to 
flush away and that he has suffered 
loss of appetite and feelings of 
abdominal bloating for some months. 

On examination, there is evidence of 
ankle oedema. 


Testing reveals: 


Potassium 

3.6 mmol/l 

Sodium 

140 mmol/l 

Albumin 

26 g/l 

Prothrombin 

time 

20.3 s 

Faecal 

500 mcg/g (NR = > 

elastase-1 

200) 


Which of the following would be the 
initial investigation of choice in this 
ma n? 
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Sodium 

140 mmol/l 

Albumin 

26 g/l 

Prothrombin 

time 

20.3 s 

Faecal 

500 mcg/g (NR = > 

elastase-1 

200) 


Which of the following would be the 
initial investigation of choice in this 
ma n? 

A Colonoscopy 

B Barium follow through 

C Abdominal CT 

D Upper gastrointestinal 

endoscopy with small bowel 
biopsy 

E Anti-TTG antibodies 
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E I Anti-TTG antibodies 


There is strong evidence in the history 
and blood results to suggest a 
syndrome of small bowel 
malabsorption. Before proceeding to 
upper Gl endoscopy it’s sensible to 
include assay of anti-tissue 
transglutamase antibody to rule out 
the possibility of coeliac disease. If 
anti-TTG antibodies are negative, then 
proceeding to upper Gl endoscopy 
with small bowel biopsy would be the 
next logical step. Other causes of sma 
bowel malabsorption in this patient 
could include infective cause such as 
Whipple’s disease or tropical sprue. 


A Colonoscopy 

The symptoms suggest a small bowel 
malabsorption syndrome, as such a 
colonoscopy is much less likely to be 
useful here. 


B Barium follow through 











A 26-year-old woman presents with a 
3-day history of progressively 
worsening abdominal distension, 
severe epigastric pain, nausea and 
vomiting. She was previously fit and 
well with no significant past medical 
history and the only medication she 
took was the oral contraceptive pill. 
There was no relevant family history. 
She smoked 10 cigarettes per day and 
drank approximately 12 units of alcohol 
per week. 


On examination, she was unwell, 
drowsy and deeply jaundiced. She was 
apyrexial. Her heart sounds were 
normal, her chest was clear to 
auscultation and she had peripheral 
oedema. Her abdomen was distended 
with shifting dullness and tender 
hepatomegaly. There were no focal 
neurological signs. 


Investigations: 


Hb 

13.0 g/dl 

WCC 

13.0 x 10 9 /l 

PLT 

200 x 10 9 /l 




o 







A :tps:// mypastest.pastest.com 


Question 6 of 36 


Hb 

13.0 g/dl 

WCC 

13.0 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na + 

132 mmol/I 

K + 

4.8 mmol/I 

Creatinine 

120 pmol/l 

MCV 

82 fl 

Urea 

7.2 mmol/l 

Bilirubin 

120 pmol/l 

ALP 

410 IU/1 

AST 

900 IU/1 

GGT 

850 IU/1 

Albumin 

24 g/l 

PT 

30 s 


Ascitic fluid analysis: 

<i o □ 








Ascitic fluid analysis: 


Protein 

35 g/l 

Neutrophils 

80 cells/mm 3 

Gram stain 

No organisms seen 

Amylase 

100 IU/1 


Which investigation should be 
performed next? 

A Serum alpha-fetoprotein 


B Colour flow Doppler 

ultrasound of the hepatic 
vasculature 

C Liver biopsy 

D Anti-mitochondrial antibodies 

E Serum caeruloplasmin 
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Colour flow Doppler 
ultrasound of the hepatic 
vasculature 


The diagnosis is Budd-Chiari 
syndrome. Doppler ultrasound will 
show obliteration of the hepatic veins 
and abnormalities of the direction of 
blood flow in the remainder of the 
hepatic vasculature. Budd-Chiari 
syndrome is defined as the obstruction 
of venous outflow from the liver 
caused by hepatic vein occlusion. The 
most common cause is thrombosis, 
usually in association with a 
hypercoagulable state, in conditions 
such as primary polycythaemia, 
thombophilias and leukaemia. There is 
also an association with the oral 
contraceptive pill. Other causes include 
malignancy (especially hepatocellular, 
renal and adrenal), radiotherapy, 
trauma and congenital venous webs. 
The cause is unknown in one-third of 
cases. It can present either acutely or 
chronically. In the acute from, there is 
abdominal pain, nausea and vomiting, 

ascites fender henafomeaalv and 
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chronically. In the acute from, there is 
abdominal pain, nausea and vomiting, 
ascites, tender hepatomegaly and 
sometimes fulminant hepatic failure. 
The chronic form presents more 
insidiously, with signs of cirrhosis and 
portal hypertension. Ascitic fluid 
analysis will show a high protein 
content. An enlarged caudate lobe 
may be seen on ultrasound/computed 
tomography (CT)/magnetic resonance 
imaging (MRI) scan of the liver. Liver 
biopsy usually shows centrilobular 
congestion with fibrosis. Management 
includes treating the underlying cause, 
portocaval shunts and TIPSS 
(transjugular intrahepatic 
portosystemic stent shunt). Treatment 
with streptokinase and subsequent 
anticoagulation may be attempted if 
the thrombus is known to be of recent 
onset. Liver transplantation is the only 
option in the acute presentation, which 
has a very poor prognosis, with two- 
thirds of patients dead within 1 year. 


A Serum alpha-fetoprotein 
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Question 7 of 36 


A 21-year-old man is referred to the 
Neurology Clinic for investigation of a 
persistent tremor in his right hand. It 
had become more pronounced over 
the last few months and is now 
causing difficulties with tasks such as 
writing and fastening buttons. He also 
noticed that recently he was having 
difficulty in articulating his words 
properly. 

On closer questioning, he admitted to 
profound fatigue and mild abdominal 
discomfort. There was no significant 
past medical history and he was on no 
regular medications. He was a non- 
smoker, drank 16 units of alcohol per 
week and denied illicit drug use. There 
was no relevant family history. 

On examination, he had palmar 
erythema and multiple spider naevi on 
his chest. Cardiorespiratory 
examination was unremarkable. He had 
mild distension of his abdomen with 
palpable hepatosplenomegaly. On 
neurological examination he had an 
obvious resting tremor of his right 
hand with some cogwheel rigidity, and 
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hand with some cogwheel rigidity, and 
was mildly dysarthric with slow, 
monotonous speech. There were no 
other focal neurological signs. 

Investigations: 


Hb 

15 g/dl 

WCC 

9.0 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na + 

142 mmol/I 

K + 

4.2 mmol/l 

Creatinine 

130 pmol/l 

MCV 

98 fl 

Urea 

4.8 mmol/l 

Ca 2+ 

2.30 mmol/l 

Bilirubin 

26 pmol/l 

ALP 

280 IU/1 

GGT 

120 IU/1 

AST 

320 IU/1 

O.U irnco ( rci nrl 

r \m ^ 7 0 mmol /I 
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GGT 

120 IU/1 

AST 

320 IU/1 

Glucose (random) 7.2 mmol/l 

Albumin 

32 g/l 

PT 

18 s 

INR 

1.2 



What is the most straightforward 
hospital test to support the diagnosis? 

A Slit lamp examination of the 

eyes 

B Serum caeruloplasmin levels 

C Serum ferritin levels 

D Magnetic resonance imaging 

(MRI) brain scan 

E Transferrin saturation 

measurement 




o 







“,iil ra > 


© (D 12:28 


< 

Question 7 of 36 

= 

N 

Slit lamp examination of the 1 

eyes 1 


The combination of parkinsonism and 
chronic liver disease in a young person 
is highly suggestive of Wilson's 
disease, also known as hepatolenticular 
degeneration. This is a rare, autosomal 
recessive disorder of copper 
metabolism. There is failure of copper 
excretion in bile, resulting in its 
accumulation in the body and 
deposition in certain areas, particularly 
the brain, basal ganglia, eyes and liver. 
It usually presents between the ages of 
5 and 30 years. In children it tends to 
present with hepatic disease, whereas 
in adults neurological symptoms 
predominate. These include 
parkinsonism, tremor, choreoathetosis, 
dysarthria, fits and dementia. Kayser- 
Fleischer rings on the cornea are the 
most specific sign of Wilson’s disease, 
although they may be absent in up to 
50% of cases. These are due to copper 
deposition in Descemet’s membrane 
and appear as a green-brown 
discoloration at the corneo-scleral 
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junction - only usually visible on slit 
lamp examination. 


B Serum caeruloplasmin levels 

Serum caeruloplasmin is usually low in 
Wilson’s disease, but is sometimes 
normal if there is ongoing hepatitis and 
can also be reduced by advanced liver 
failure from any cause, so it is a non¬ 
specific test. 


C Serum ferritin levels 

Serum ferritin is an acute-phase 
protein and is elevated in a range of 
causes of liver disease. 


D Magnetic resonance imaging 

(MRI) brain scan 

Although MRI brain may show some 
evidence of degeneration, it wouldn’t 
reveal the underlying cause. 


E Transferrin saturation 
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A 62-year-old Pakistani man with 
rheumatoid arthritis presents with a 2- 
month history of diarrhoea, upper 
abdominal pain and weight loss. He 
reports two episodes of dark red blood 
per rectum. He has a 7-year history of 
rheumatoid arthritis, which was 
refractory to high doses of non¬ 
steroidal anti-inflammatory drugs. 

Over the last 2 years, his symptoms of 
joint pain have progressed and he has 
been switched to methotrexate. He 
also has a past history of anal cancer 
and received chemoradiation in 
Pakistan. His last hospital admission 
was for pneumonia. He is a non- 
smoker and consumes fewer than two 
units of alcohol per week. 

On examination, he looks unwell with a 
temperature of 37.8 °C. Examination of 
the oral cavity reveals buccal ulcers. 
Cardiovascular and respiratory 
examinations are unremarkable. The 
abdomen is soft and non-tender with 
normal bowel sounds. A colonoscopy 
is performed. Histological analysis of 
rectal biopsy shows round intranuclear 
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examinations are unremarkable. The 
abdomen is soft and non-tender with 
normal bowel sounds. A colonoscopy 
is performed. Histological analysis of 
rectal biopsy shows round intranuclear 
inclusion bodies within some of the 
epithelial cells. 


What is the most likely diagnosis? 


A Metastatic colonic malignancy 

B Cytomegalovirus-associated 

colitis 


C Pseudomembranous colitis 


D Lymphocytic colitis 
E Cryptosporidium diarrhoea 
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been switched to methotrexate. He 
also has a past history of anal cancer 
and received chemoradiation in 
Pakistan. His last hospital admission 
was for pneumonia. He is a non- 
smoker and consumes fewer than two 
units of alcohol per week. 

On examination, he looks unwell with a 
temperature of 37.8 °C. Examination of 
the oral cavity reveals buccal ulcers. 
Cardiovascular and respiratory 
examinations are unremarkable. The 
abdomen is soft and non-tender with 
normal bowel sounds. A colonoscopy 
is performed. Histological analysis of 
rectal biopsy shows round intranuclear 
inclusion bodies within some of the 
epithelial cells. 

What is the most likely diagnosis? 


Your answer was incorrect 


A Metastatic colonic malignancy 
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B | 

Cytomegalovirus-associated 

colitis 


Gastrointestinal cytomegalovirus 
(CMV) infection commonly presents 
with colitis. There is a well-established 
link between CMV infection and 
inflammatory bowel disease. 
Histologically, the demonstration of 
round intranuclear or intracytoplasmic 
inclusion bodies within epithelial cells 
of the intestinal mucosa is 
pathognomonic. Generally the case 
reports in immunocompetent patients 
with gastrointestinal CMV infection 
suggest a good clinical outcome; 
infection is often self-limiting and thus 
requires no treatment. However, it is 
more commonly associated with 
immunosuppression and in this case 
the patient is on methotrexate therapy, 
which makes him prone towards 
opportunistic infection. The 
recommended treatment for 
symptomatic CMV in the 
immunocompromised is intravenous 
ganciclovir, followed by oral 
maintenance therapy. 
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Like collagenous colitis, lymphocytic 
colitis is a recently recognised cause of 
chronic diarrhoea and it is diagnosed 
on the histological appearance of an 
increased number of intra-epithelial 
lymphocytes with epithelial surface 
damage. There is only partial success 
in treatment with sulphasalazine or 
prednisolone. 


A Metastatic colonic malignancy 

Whilst this patient has a history of ana 
cancer, there is little evidence to 
suggest progression to metastatic 
cancer. This may have been a greater 
consideration of further evidence of 
generalised deterioration such as 
weight loss or fatigue, or if focal signs 
such as evidence of lymph node 
development, liver decompensation or 
features suggestive of an intracranial 
space-occupying lesion. Also, the 
histology is inconsistent. 


C Pseudomembranous colitis 




o 







space-occupying lesion. Also, the 
histology is inconsistent. 


C Pseudomembranous colitis 

Pseudomembranous colitis is a 
complication of C. difficile infection. 
The infection forms pseudomembranes 
on histology. It is associated with acute 
diarrhoea and abdominal pain 
following recent antibiotic use. The 
absence of antibiotics makes this less 
likely. 


E Cryptosporidium diarrhoea 

Cryptosporidium is a protozoan which 
can cause chronic diarrhoea, but this is 
primarily associated with HIV infection. 


Rate this question: 



Next Question 


Previous Question 
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At a routine company medical, it 
transpires that a solderer, who is 
otherwise fit and well and has no 
significant past medical history, has an 
alcohol intake of 4 pints of beer a day 
and has been doing so for about 2 
years. He is not on any medications 
and is a non-smoker. His BMI is 31. 

The conscientious doctor decides to 
do some routine laboratory tests and 
some of the results are shown below: 


Hb 

12.5 g/dl 

WCC 

7 x 10 9 /l 

Pit 

220 x 10 9 /l 

MCV 

105 fl 

GGT 

40 U/l 

AST 

155 U/l 

ALT 

130 U/l 

ALP 

80 U/l 


Based on these results, what is the 
most likely diagnosis in this patient? 
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Pit 

220 x 10 9 /l 

MCV 

105 fl 

GGT 

40 U/l 

AST 

155 U/l 

ALT 

130 U/l 

ALP 

80 U/l 


Based on these results, what is the 
most likely diagnosis in this patient? 

A 

Hepatic steatosis 

B 

Isocyanate exposure 

C 

Cirrhosis 

D 

Previous hepatitis A infection 

E 

Gilbert syndrome 
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A 65-year-old man presents with 
unexplained iron deficiency anaemia in 
association with 3 kg weight loss. 
There is no history of change in bowel 
habit. He has a history of hypertension 
for which he takes ramipril, but is on 
no regular medication apart from this. 

On examination, his BP is 142/82 
mmHg. His BMI is 19, abdominal 
examination and PR is unremarkable. 


Investigations: 


Hb 

9.9 g/dl 

MCV 

78 fl 

WCC 

5.4 x 10 9 /l 

PLT 

180 x 10 9 /l 

ESR 

49 mm/h 

Na + 

140 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

100 |jmol/l 

Flexible 

sigmoidoscopy 

mild diverticular 

disease 
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L_ O f \ 

T 3 1 1 1 1 1 1/ 1 1 

Na + 

140 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

100 (jmol/l 

Flexible 

mild diverticular 

sigmoidoscopy 

disease 

Upper Gl 
endoscopy 

unremarkable 


Which of the following is the most 
likely cause of his blood loss? 


A Meckel’s diverticulum 


B Diverticulosis 


C Angiodysplasia 
D Right sided colonic carcinoma 

E Crohn’s disease 
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ESR 

49 mm/h 

Na + 

140 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

100 |jmol/l 

Flexible 

mild diverticular 

sigmoidoscopy 

disease 

Upper Gl 
endoscopy 

unremarkable 


Which of the following is the most 
likely cause of his blood loss? 


A Meckel’s diverticulum 


B 


Diverticulosis 


C Angiodysplasia 
D Right sided colonic carcinoma 

E Crohn’s disease 
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D I Right sided colonic carcinoma 


The BSG guidelines on iron deficiency 
anaemia (IDA) recommend that all 
males, in the absence of a history of 
overt blood loss and negative coeliac 
serology should undergo upper Gl 
endoscopy and colonoscopy (if upper 
Gl endoscopy is negative). If 
colonoscopy is not tolerated or 
appropriate then CT colonography (or 
rarely flexible sigmoidoscopy and 
barium enema) are considered 
sufficient. This reflects the fact that 
right sided colorectal cancers are 
common and flexible sigmoidoscopy 
alone is not sufficient to rule out a 
colonic malignancy. 

For more information see: BSG 
guidelines on the management of iron 
deficiency anaemia. 2005 and NICE 
guideline CG131 - colorectal cancer: 
diagnosis and management. 2011 
(updated 2014). 


B I Diverticulosis 
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Only mild diverticular disease was seen 
on endoscopy, this is unlikely to 
account for the severity of anaemia 
seen here or the significant weight 
oss. 


A Meckel’s diverticulum 

Meckel’s diverticulum is an embryonic 
remnant present in 2% of the 
population. It resides in the ileum and 
can cause complications such as 
intussusception, infection and most 
commonly bleeding. However, 
significant weight loss is rare and 
bleeding tends to be more obvious. 


C Angiodysplasia 


Angiodysplasia are a common cause of 
bleeding in the Gl tract, particularly in 
patients over 60 and are known to be 
associated with aortic stenosis 
(Heyde’s syndrome). They account for 
30-40% occult Gl bleeding and most 
frequently occur in the caecum and 
right colon. However, they do not 




o 








“ill 

fa 

p '©' g 

L Ji 

>1:06 

< 

Question 9 of 36 

— 


Angiodysplasia are a common cause of 
bleeding in the Gl tract, particularly in 
patients over 60 and are known to be 
associated with aortic stenosis 
(Heyde’s syndrome). They account for 
30-40% occult Gl bleeding and most 
frequently occur in the caecum and 
right colon. However, they do not 
cause weight loss. 

For more information see: Regula J, 
Wronska E, Pachlewski J. Vascular 
lesions of the gastrointestinal tract. 
Best Pract Res Clin Gastroenterol. 
2008. 22(2):313-28. 


E Crohn’s disease 

One would expect the patient to 
present with a change in bowel habit, 
PR bleeding or post prandial 
abdominal pain (the latter indicating 
small bowel disease) to suggest 
Crohn’s disease, making this less likely. 


Rate this question: 
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Question 10 of 36 


A 26-year-old man is referred for 
investigation of profuse, watery 
diarrhoea that had been going on for 
the past 6 weeks. He had lost one 
stone in weight over this time, even 
though his appetite remained good. He 
had not seen any blood or mucus in 
the stool and had no abdominal pain, 
distension or vomiting. Apart from 
lethargy, he had no other symptoms. 

He had no significant past medical 
history and took no regular 
medication. He did not smoke, and 
drank 10 units of alcohol per week. 
There was no relevant family history. 

He had recently spent a year in 
Australia, travelling out and back 
through South East Asia, but had 
returned home over 6 months ago. His 
general practitioner had tried him on 
several anti-diarrhoeal agents that had 
not worked, and multiple stool cultures 
had come back negative. 

On examination, he was thin, but not 
wasted. There was no 
lymphadenopathy, jaundice or 
clubbing. His abdomen was soft and 
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lymphadenopathy, jaundice or 
clubbing. His abdomen was soft and 
non-tender with no masses, and 
normal bowel sounds. Digital rectal 
examination was normal. 


Investigations: 


Hb 

10.0 g/dl 

WCC 

3.4 x 10 9 /l 

PLT 

260 x 10 9 /l 

Na + 

137 mmol/l 

K + 

4.3 mmol/l 

Creatinine 

100 pmol/l 

MCV 

102 fl 

Urea 

5.2 mmol/l 

CRP 

8.0 mg/I 

Ca 2+ 

1.9 mmol/l 

Bilirubin 

14 [_imol/l 

ALP 

60 IU/1 

[ggt 

48 IU/1 
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CRP 

8.0 mg/I 

Ca 2+ 

1.9 mmol/l 

Bilirubin 

14 |jmol/l 

ALP 

60 IU/1 

GGT 

48 IU/1 

AST 

22 IU/1 

Albumin 

30 g/l 

Serum anti- 
endomysial 
antibodies 

— 

Colonoscopy 

No abnormality seen, 
good views to 
terminal ileum 

Small bowel 

barium 

follow- 

through 

Normal 

Abdominal 

ultrasound 

Normal 

scan 



What would be the next most useful 
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follow- 

through 

i t ^ i i i r 

Abdominal 

ultrasound 

scan 

Normal 


What would be the next most useful 
investigation to establish the cause of 
the diarrhoea? 

A Serum gastrin level 

B HIV test 

C Hydrogen breath test 

D Radio-isotope-labelled white 

cell scan 

E 24 h urinary 5- 

hydroxyindoleacetic acid (5- 
HIAA) 
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B I HIV test 


This patient has diarrhoea of small 
bowel origin, with evidence of 
malabsorption (macrocytic anaemia, 
low calcium and albumin). 

Inflammatory bowel disease and 
coeliac disease have been excluded by 
the investigations performed so far. An 
HIV test should be performed after 
appropriate consent and counselling. 
Diarrhoea is a common problem in HIV 
infection and has many causes, mainly 
infective. Pathogens include 
Cryptosporidium parvum, Giardia 
iamblia, Entamoeba histolytica, 
Mycobacterium avium intracellulare, 
isospora be/la and cytomegalovirus 
(CMV), as well as those that can cause 
diarrhoea in immunocompetent 
patients. Intestinal lymphomas can also 
cause similar symptoms. As this 
patient has had multiple negative stool 
cultures, the diarrhoea could be due to 
HIV enteropathy which is caused by 
partial villous atrophy. 
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A Serum gastrin level 

Serum gastrin level is most useful in 
evaluating potential Zollinger-Ellison 
syndrome, which results in multiple 
gastric ulcers. 


C Hydrogen breath test 

Hydrogen breath testing is useful in 
the evaluation of bacterial overgrowth 
syndrome, which leads to symptoms of 
both diarrhoea and abdominal 
bloating. 



Radio-isotope-labelled white 


ceil scan 


Radio isotope-labelled white cell scans 
are most useful in evaluating abscesses 
related to inflammatory bowel disease. 


E 24 h urinary 5- 

hydroxyindoleacetic acid (5- 
HIAA) 
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A 27-year-old Zimbabwean woman 
presents to the Emergency 
Department following two episodes of 
haematemesis. She gives a 4-week 
history of increasing heartburn and 
dysphagia for both solids and liquids. 
She has been treated by her general 
practitioner (GP) with anti-reflux 
medication, with only partial relief of 
her symptoms. She has lost 2 kg in 
weight over the last 6 weeks. 

On examination, there is cervical 
lymphadenopathy and mild epigastric 
tenderness on palpation. Abdominal 
examination is otherwise 
unremarkable. She is admitted for 
investigation and undergoes a 
gastroscopy that reveals widespread 
shallow ulceration of the oesophagus 
with adherent white patches. 

What is the most likely cause for this 
patient's dysphagia? 


A Barrett’s oesophagus 



B Cytomegalovirus 
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unremarkable. She is admitted for 
investigation and undergoes a 
gastroscopy that reveals widespread 
shallow ulceration of the oesophagus 
with adherent white patches. 

What is the most likely cause for this 
patient's dysphagia? 

A Barrett’s oesophagus 
B Cytomegalovirus 
C Candida oesophagitis 
D Gastro-oesophageal reflux 
E Oesophageal carcinoma 
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I I 

examination is otherwise 
unremarkable. She is admitted for 
investigation and undergoes a 
gastroscopy that reveals widespread 
shallow ulceration of the oesophagus 
with adherent white patches. 

What is the most likely cause for this 
patient's dysphagia? 




A Barrett’s oesophagus 
B Cytomegalovirus 



D Gastro-oesophageal reflux 
E Oesophageal carcinoma 
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This patient has developed Candida 
oesophagitis as a complication of HIV 
infection. The appearance of the 
oesophagus at endoscopy is typical of 
Candida infection. Approximately 90% 
of patients with HIV/AIDS will develop 
oral/oesophageal candidiasis. 

A Barrett’s oesophagus 

Barrett's is associated with prolonged, 
severe reflux disease. It is associated 
with increased risk of oesophageal 



malignancy. 

B Cytomegalovirus 

Infection with cytomegalovirus 
classically causes giant ulcers, 
although the symptom picture is 
similar to that seen here. 

D Gastro-oesophageal reflux 
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C I Candida oesophagitis 


This patient has developed Candida 
oesophagitis as a complication of HIV 
infection. The appearance of the 
oesophagus at endoscopy is typical of 
Candida infection. Approximately 90% 
of patients with HIV/AIDS will develop 
oral/oesophageal candidiasis. 


A Barrett’s oesophagus 

Barrett's is associated with prolonged, 
severe reflux disease. It is associated 
with increased risk of oesophageal 
malignancy. 


B Cytomegalovirus 

Infection with cytomegalovirus 
classically causes giant ulcers, 
although the symptom picture is 
similar to that seen here. 


D Gastro-oesophageal reflux 
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ulceration/erythema, rather than the 
multiple adherent white patches seen 
here. 



E Oesophageal carcinoma 

Squamous cell carcinoma (SCC) and 
adenocarcinoma account for >95% of 
oesophageal malignant tumours. 
Barium studies may suggest the 
presence of oesophageal cancer, but 
the diagnosis is established with 
endoscopic biopsy. Early oesophageal 
cancers appear endoscopically as 
superficial plaques, nodules or 
ulcerations. Advanced lesions appear 
as strictures, ulcerated masses, 
circumferential masses or large 
ulcerations. The adherent white 
patches are not typical of oesophagea 
carcinoma. 


Rate this question: 
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A 59-year-old woman, who is awaiting 
a surgical outpatient appointment for a 
history of right upper quadrant pain 
and nausea after fatty meals, presents 
to the Emergency Department with 
severe epigastric pain radiating to her 
back, nausea, vomiting and fever. 

On examination, she looks unwell. She 
has a temperature of 38.2 °C, a blood 
pressure (BP) of 100/65 mmHg and a 
pulse of 105/min. On her abdominal 
examination, there is severe epigastric 
tenderness. 


Investigations: 


Hb 

13.1 g/dl 

WCC 

12.4 x 10 9 /l 

PLT 

301 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.0 mmol/l 

Creatinine 

100 [jmol/l 

Albumin 

28 g/l 

Amylase 

789 U/l 
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Albumin 

28 g/l 

Amylase 

789 U/l 


Ca 2+ 2.08 mmol/l 

Which of the following is the most 
important first step in her 
management? 


A Supportive care with oxygen, 

analgesia, intravenous (iv) 
fluids 

B Surgery for partial 

pancreatectomy 

C Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 

D Magnetic resonance 

cholangiopancreatography 

(MRCP) 

E Abdominal ultrasound scan 
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to the Emergency Department with 
severe epigastric pain radiating to her 
back, nausea, vomiting and fever. 

On examination, she looks unwell. She 
has a temperature of 38.2 °C, a blood 
pressure (BP) of 100/65 mmHg and a 
pulse of 105/min. On her abdominal 
examination, there is severe epigastric 
tenderness. 


Investigations: 


Hb 

13.1 g/dl 

wcc 

12.4 x 10 9 /l 

PLT 

301 x 10 9 /l 

Na + 

139 mmol/I 

K + 

Creatinine 

4.0 mmol/l 

100 pmol/l 

Albumin 

28 g/l 

Amylase 

789 U/l 

Ca 2+ 

2.08 mmol/l 


Which of the following is the most 
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A I Supportive care with oxygen, 
I analgesia, intravenous (iv) 

I fluids 


This patient clearly has acute 
pancreatitis , which may well have 
been precipitated by gallstone disease. 
At present, she has features of shock 
and is in pain, and so supportive care 
with oxygen, IV fluid replacement and 
analgesia is crucial. 


A score of 3 or greater indicates 
severe acute pancreatitis. Depending 
on the severity of pancreatitis, patients 
may require management on an 
Intensive Care Unit (ICU) rather than 
on a general surgical ward. 


B Surgery for partial 

pancreatectomy 


Surgical treatment for pancreatitis may 
be indicated at a later point if 
complications develop, but the 
mainstay of treatment in the acute 
phase would be supportive therapy. 
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B Surgery for partial 

pancreatectomy 

Surgical treatment for pancreatitis may 
be indicated at a later point if 
complications develop, but the 
mainstay of treatment in the acute 
phase would be supportive therapy. 


C Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 

ERCP may be a crucial step with 
sphincterotomy and stone extraction, 
but this would ordinarily only be 
considered when the patient is more 
stable and after appropriate abdominal 
imaging has been performed. 


D Magnetic resonance 

cholangiopancreatography 

(MRCP) 

In this instance the diagnosis of acute 
pancreatitis is clear given the typical 
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stable and after appropriate abdomina 
imaging has been performed. 


D Magnetic resonance 

cholangiopancreatography 

(MRCP) 

In this instance the diagnosis of acute 
pancreatitis is clear given the typical 
history and raised serum amylase 
result. The first step therefore is to 
initiate supportive treatments, not 
MRCP. 

E Abdominal ultrasound scan 

Again the diagnosis of acute 
pancreatitis has already been made 
based on the history and examination 
findings, so the priority would be to 
initiate supportive treatments rather 
than to perform abdominal imaging. 


Rate this question: 
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A young adult man is admitted to 
hospital after a seizure. He admits to 
drinking at least a bottle of vodka per 
day. He says he stopped drinking one 
day ago as he ran out of money. 

He previously had seizures after 
stopping drinking alcohol. He says he 
would like to stop forever and is 
admitted for a detoxification regime 
and intravenous (iv) thiamine. 

Which of the following results would 
you most expect to find in his serum 
immunology screen? 

A Markedly raised IgA 


B Low IgA 


C Markedly raised IgM 
D Markedly raised IgE 
E Low IgM 
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Markedly raised IgA 


Alcoholic hepatitis causes a markedly 
raised IgA, and it can also cause a 
mildly elevated IgG and IgM. Raised 
IgA can also be present in both chronic 
active hepatitis and IgA nephropathy. 

AST is often more than twice the ALT 
in alcoholic liver disease. If the alanine 
aminotransferase (ALT) is >300 U/l, 
you may suspect an alternative cause 
for the deranged liver function results 
such as paracetamol overdose, an 
infective cause of the hepatitis, 
ischaemic hepatitis or autoimmune 
hepatitis. Hyperbilirubinaemia is often 
seen in alcoholic liver disease and can 
be up to 500 [jmol/l. This usually 
reflects the severity of the disease. 
There will also usually be an elevated 
GGT and ALP. 


C I Markedly raised IgM 


A raised IgM may be seen in primary 
biliary cirrhosis, Waldenstrom’s 
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A raised IgM may be seen in primary 
biliary cirrhosis, Waldenstrom's 
macroglobulinaemia and as an acute 
response to infection. 


B Low IgA 

Deficiency of IgA is associated with 
autoimmune disorders, chronic 
diarrhoea and respiratory infections. 


D Markedly raised IgE 

A markedly raised IgE would raise 
suspicion of non-liver-related diseases 
such as atopic dermatitis, psoriasis, 
asthma, allergic bronchopulmonary 
aspergillosis (ABPA) and parasitic 
infection. 


E Low IgM 

Selective IgM deficiency is a rare 
congenital immunodeficiency, with 
approximately 300 cases described, it 
is associated with severe bacterial 
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A 38-year-old man is sent to the clinic 
for review. He is obese with a BMI of 
33. His general practitioner (GP) has 
noticed that he has an elevated ALT of 
102 U/l (5-35); a similar rise in AST is 
also seen. He admits to drinking 4 
pints of beer at weekends, although he 
avoids alcohol during the week 
because of his job as a taxi driver. 

His fasting blood glucose is measured 
at 6.0 mmol/l, and his HDL cholesterol 
is 0.7 mmol/l. Hepatic ultrasound 
reveals a hyperechogenic liver image. 
Liver biopsy reveals steatosis and 
evidence of inflammatory infiltrates. 

Which of the following is the most 
likely diagnosis in this case? 

A Alcoholic steatohepatitis 
B Non-alcoholic steatohepatitis 
C Autoimmune hepatitis 

D Haemochromatosis 
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102 U/l (5-35); a similar rise in AST is 
also seen. He admits to drinking 4 
pints of beer at weekends, although he 
avoids alcohol during the week 
because of his job as a taxi driver. 

His fasting blood glucose is measured 
at 6.0 mmol/l, and his HDL cholesterol 
is 0.7 mmol/l. Hepatic ultrasound 
reveals a hyperechogenic liver image. 
Liver biopsy reveals steatosis and 
evidence of inflammatory infiltrates. 

Which of the following is the most 
likely diagnosis in this case? 


A Alcoholic steatohepatitis 


B Non-alcoholic steatohepatitis 
C Autoimmune hepatitis 

D Haemochromatosis 


E Viral hepatitis 




o 








t 


M 


3G 


*11 


f.© 


© Ci 1:40 



Question 14 of 36 


NASH is characterised by the 
accumulation of liver fat and 
associated inflammation. Over time it 
is thought to progress in some patients 
to areas of fibrosis and eventually end- 
stage liver disease. It is strongly 
associated with insulin resistance and 
dysglycaemia. A rise in 
aminotransferases is seen, with similar 
rises in both ALT and AST being 
indicative of NASH, rather than 
alcoholic fatty liver disease. Aggressive 
weight loss is the mainstay of therapy, 
although pioglitazone and vitamin E 
are also used off-licence for treating 
the condition. 


A I Alcoholic steatohepatitis 


Alcoholic steatohepatitis is unlikely 
given relatively modest alcohol 
consumption, and the fact there is not 
a significant elevation in the AST:ALT 
ratio. 
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A 68-year-old man complains of 
lethargy and progressive shortness of 
breath on exertion. He has a long 
history of intermittent heartburn and 
has occasionally passed some dark red 
blood mixed with his stools. 

Other past medical history includes 
hypertension and diet-controlled type 
2 diabetes mellitus. He has not lost any 
weight recently, is an ex-smoker and 
drinks only occasional alcohol. 

Physical examination confirms 
hypertension, blood pressure 150/90 
mmHg, but is otherwise unremarkable. 


Investigations: 

Haemoglobin (Hb) 

84 g/l 

Mean corpuscular volume 
(MCV) 

70 fl 

White cell count (WCC) 

9.5 x 

10 9 /l 

Neutrophils 

5.4 x 

10 9 /l 

Platelets 

258 x 

Lm9 /i_ 
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Renal and hepatic function are normal. 

Gastroscopy and barium enema are 
normal. 

Mesenteric angiography showed an 
abnormal vascular blush in the 
ascending colon. 

What is the most likely cause of his 
anaemia? 

A Colonic carcinoma 

B Angiodysplasia 

C Colonic varices 

D Meckel’s diverticulum 

E Ulcerative colitis 
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Gastroscopy and barium enema are 
normal. 

Mesenteric angiography showed an 
abnormal vascular blush in the 
ascending colon. 

What is the most likely cause of his 
anaemia? 



A Colonic carcinoma 



C Colonic varices 


D Meckel’s diverticulum 


E Ulcerative colitis 



Explanation 
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This patient has a microcytic anaemia 
and a history of gastrointestinal 
bleeding. The findings on mesenteric 
angiography, combined with a normal 
barium enema, suggest a diagnosis of 
angiodysplasia. Angiodysplasia may be 
found throughout the gastrointestinal 
tract, although it most commonly 
occurs in the caecum and ascending 
colon. It is a significant cause of 
chronic anaemia and can also cause 
acute haemorrhage. Treatment is 
either by heat coagulation at 
endoscopy or by embolisation of the 
bleeding vessel during angiography. 




A Colonic carcinoma 

Barium enema would not be normal in 
colonic carcinoma - we would expect a 
colonic mass in carcinoma. The 
mesenteric angiography would be 
normal. 






















t 


M 



f.© 


© D 1:44 



Question 15 of 36 


C Coionic varices 


Colonic varices would produce 
distension of the veins in the colon and 
would not appear as an abnormal 
vascular blush on mesenteric 
angiography. 


D Meckel’s diverticulum 

Meckel's diverticulum is the most 
common congenital anomaly of the 
gastrointestinal tract. It results from 
incomplete obliteration of the vitelline 
duct leading to the formation of a true 
diverticulum of the small intestine. 
Meckel's diverticulum is a true 
diverticulum, containing all layers of 
the small bowel wall. It arises from the 
anti-mesenteric surface of the middle- 
to-distal ileum. The diverticulum 
represents a persistent remnant of the 
omphalo-mesenteric duct, which 
connects the midgut to the yolk sac in 
the foetus. Meckel's diverticulum is 
uncommon and often clinically silent, 
particularly in adults. Asymptomatic 
Meckel's diverticulum may be 
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A 28-year-old teacher presents to 
clinic with bloating, abdominal pain 
and weight loss. He tells you that he 
also has diarrhoea, which is very 
difficult to flush away and tends to 
float on the toilet pan. 

On examination, his BP is 115/72 mmHg 
and he looks pale. His BMI is 21, and his 
abdomen is soft and non-tender. 

Results of blood tests show an iron 
deficiency anaemia and an elevated 
ALP; his albumin is low at 30 g/l. 

What would be the most useful blood 
test to perform next? 


A Helicobacter pylori serology 

B Serum iron levels 


C Tissue transglutaminase 

antibody 


D Haptoglobins and reticulocyte 

count 
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difficult to flush away and tends to 
float on the toilet pan. 


On examination, his BP is 115/72 mmHg 
and he looks pale. His BMI is 21, and his 
abdomen is soft and non-tender. 


Results of blood tests show an iron 
deficiency anaemia and an elevated 
ALP; his albumin is low at 30 g/l. 

What would be the most useful blood 
test to perform next? 


A Helicobacter pylori serology 

B Serum iron levels 


C Tissue transglutaminase 

antibody 


D Haptoglobins and reticulocyte 

count 


E Serum gastrin 
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The symptoms and the iron deficiency 
anaemia are suggestive of coeliac 
disease. Coeliac disease can be 
associated with deranged liver 
function tests. Serological tests for 
coeliac disease include IgA antibodies 
to tissue transglutaminase (TTG) 
(preferred and most widely available), 
anti-endomysial and gliadin antigen, 
negatives can occur in patients with 
selective IgA deficiency, and hence 
many clinicians will also check 
immunoglobulin levels in those 
patients at high risk of coeliac disease 
in whom initial serology is negative. 
The ‘gold standard’ remains a 
duodenal or jejunal biopsy. 


A Helicobacter pylori serology 

H. pylori serology is used in the 
investigation of dyspepsia and peptic 
ulcer disease. The clinical picture of 
steatorrhoea, weight loss and low 
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At a routine company medical, it 
transpires that a solderer, who is 
otherwise fit and well and has no 
significant past medical history, has an 
alcohol intake of 4 pints of beer a day 
and has been doing so for about 2 
years. He is not on any medications 
and is a non-smoker. His BMI is 31. 


The conscientious doctor decides to 
do some routine laboratory tests and 
some of the results are shown below: 


Hb 

12.5 g/dl 

WCC 

7 x 10 9 /l 

Pit 

220 x 10 9 /l 

MCV 

105 fl 

GGT 

40 U/l 

AST 

155 U/l 

ALT 

130 U/l 

ALP 

80 U/l 


Based on these results, what is the 
most likely diagnosis in this patient? 
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Pit 

220 x 10 9 /l 

MCV 

105 fl 

GGT 

40 U/l 

AST 

155 U/l 

ALT 

130 U/l 

ALP 

80 U/l 
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Based on these results, what is the 
most likely diagnosis in this patient? 


A Hepatic steatosis 

B Isocyanate exposure 

C Cirrhosis 


D Previous hepatitis A infection 

E Gilbert syndrome 
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alcohol intake of 4 pints of beer a day 
and has been doing so for about 2 
years. He is not on any medications 
and is a non-smoker. His BMI is 31. 

The conscientious doctor decides to 
do some routine laboratory tests and 
some of the results are shown below: 


Hb 

12.5 g/dl 

WCC 

7 x 10 9 /l 

Pit 

MCV 

220 x 10 9 /l 

105 fl 

GGT 

40 U/l 

AST 

155 U/l 

ALT 

130 U/l 

ALP 

80 U/l 


Based on these results, what is the 
most likely diagnosis in this patient? 




















Fatty liver occurs after the ingestion of 
moderate to large amounts of alcohol 
or in association with obesity or other 
conditions of insulin resistance such as 
type 2 diabetes. Commonly, no 
abnormalities are noted on clinical 
examination but hepatomegaly may 
occur with severe fatty infiltration. 
Although this is a reversible condition, 
it may progress to cirrhosis if the level 
of alcohol intake continues and weight 
loss isn’t achieved. 

B Isocyanate exposure 

Isocyanates are hepatotoxins which 
lead to cirrhosis; they are usually 
associated with exposure to plastics, 
rather than exposure to solder 
material. 


C Cirrhosis 


In cirrhosis other signs of chronic liver 
disease, including spider naevi, ascites 



















I 


M 




© D 1:48 



Question 17 of 36 


r du Hdr li id11 eALTUbUM? lu buiuer 


material. 


C Cirrhosis 

In cirrhosis other signs of chronic liver 
disease, including spider naevi, ascites 
and signs of portal hypertension, 
would be expected. 


D Previous hepatitis A infection 

Chronic liver disease does not occur in 
association with hepatitis A infection. 


E Gilbert syndrome 

Gilbert syndrome is associated with 
unconjugated hyperbilirubinaemia 
rather than the elevated transaminases 
seen here, and patients suffer episodes 
of jaundice during an intercurrent 
illness. 


Rate this question: 
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Question 18 of 36 


A 21-year-old student presents to 
Clinic with recurrent episodes of 
melaena requiring admission and 
blood transfusions. 

He has been investigated by upper 
endoscopy and colonoscopy, both 
investigations proving negative. 
Between episodes of melaena he is 
asymptomatic. 

Which of the following investigations 
would you organise from the Clinic? 


A Barium swallow 


B Mesenteric angiogram 


C Wireless capsule endoscopy 


D Barium enema 


E Octreotide scan 
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A 21-year-old student presents to 
Clinic with recurrent episodes of 
melaena requiring admission and 
blood transfusions. 

He has been investigated by upper 
endoscopy and colonoscopy, both 
investigations proving negative. 
Between episodes of melaena he is 
asymptomatic. 

Which of the following investigations 
would you organise from the Clinic? 



A Barium swallow 


B Mesenteric angiogram 




D Barium enema 
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C I Wireless capsule endoscopy 


Meckel’s diverticulum should always be 
considered in a young adult presenting 
with intermittent malaena, despite 
normal OGD and colonoscopic 
findings. 

Wireless capsule endoscopy is 
increasingly used for the work-up of 
gastrointestinal bleeding of uncertain 
origin, and case reports have 
demonstrated its ability to identify 
Meckel’s diverticulum. The use of 
capsule endoscopy in diagnosis will 
undoubtedly grow, but not all centres 
yet have easy access to this service 
and it is not offered as an option for 
the above case. 

Alternatively, In the stable outpatient 
setting, a Meckel’s scan can be useful 
in investigating the presence of 
gastrointestinal diverticula containing 
ectopic gastric mucosa. 


A Barium swallow 
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I he patient s blood loss is severe and 
occurs intermittently. A mesenteric 
angiogram is most effective during 
active blood loss (usually >1 ml/min) 
and, as such, is not an apbropriate 
investigation for use in the stable 
outpatient setting. 


D Barium enema 

A repeat colonoscopy may be 
indicated, as proximal colonic lesions 
may be missed for a variety of reasons. 
However, a barium enema does not 
have a role in the investigation of 
suspected small bowel bleeding in a 
patient with a normal colonoscopy. 


E Octreotide scan 

The patient’s symptoms of 
intermittent, significant, 
gastrointestinal bleeding are not the 
typical presentation of a 
neuroendocrine tumour, and therefore 
an octreotide scan is not warranted. 
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A 46-year-old man is seen in 
neurology outpatients after being 
referred with disinhibited behaviour of 
2 months’ duration. His family tells you 
that he passes urine in public and the 
police have brought him home on two 
occasions recently. He has been losing 
weight for the last year and was 
previously 110 kg, now weighing 92 kg. 
He has diarrhoea and his family tell you 
it smells bad and is difficult to flush. 
The patient complains of pain in his 
right knee, left ankle and lower back. 

On examination, he looks pale and has 
angular cheilitis. He has a distended 
abdomen with some shifting dullness 
but no palpable organomegaly. His 
palmo-mental reflex is positive. The 
right knee and left ankle are both 
swollen with minimal tenderness and a 
good range of movement. 


Investigations: 

Sodium 

134 mmol/I 

Potassium 

4.1 mmol/I 

Urea 

4.8 mmol/l 
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A 17-year-old girl is sent to you for 
assessment, as she is profoundly 
depressed. She has features of 
anhedonia and anorexia over the last 6 
months. Before this, she had always 
been an excellent student and has 
many friends. 

She has no known medical problems, 
but her mother has a history of 
schizophrenia. She does not smoke or 
drink, and both she and her parents 
deny that she has used drugs. 

On examination, she is well-dressed 
but does not keep eye contact. She 
tells you that she is hearing second- 
person auditory hallucinations and has 
done so for 3 months. She has an 
expressionless face and when writing a 
sentence she has small, cramped 
handwriting. Her gait is slow and there 
is some increased tone in her right 
arm. 


Investigations: 


Albumin 

36 g/l 

sALT 

201 U/l 
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is some increased tone in her right 

arm. 

Investigations: 

Albumin 

36 g/l 

SALT 

201 U/l 

ALP 

121 U/l 

Bilirubin 

28 |jmol/l 


What is the most likely diagnosis? 


A Abuse of clozapine 

B Chronic abuse of LSD 


C Ganser syndrome 
D Othello syndrome 


E Wilson’s disease 
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tells you that she is hearing second- 
person auditory hallucinations and has 
done so for 3 months. She has an 
expressionless face and when writing a 
sentence she has small, cramped 
handwriting. Her gait is slow and there 
is some increased tone in her right 
arm. 



Investigations: 
Albumin 36 g/l 


SALT 

201 U/l 

ALP 

121 U/l 

Bilirubin 

28 pmol/l 


What is the most likely diagnosis? 





A Abuse of clozapine 


B Chronic abuse of LSD 


f* H^ncor c\/nHmmo 

<1 o □ 













M 



0 


© D 2:01 


r Question 19 of 36 

E I Wilson’s disease 


Wilson’s disease is an inherited 
disorder of hepatic copper disposition 
caused by mutations in the gene 
ATP7B on chromosome 13. The average 
prevalence is 30/million. It can present 
as either psychiatric 
(depression/neurotic behaviour), 
neurological (extrapyramidal signs) or 
with liver disease (asymptomatic 
hepatomegaly, elevated transaminase). 


Biochemical findings include low 
serum ceruloplasmin and copper and 
elevated 24 h urinary excretion of 
copper. There is an increased copper 
concentration in the liver parenchyma. 
Kayser-Fleischer rings need to be 
looked for with a slit lamp and are 
present in 60% of cases. The mainstay 
of treatment is chelation therapy, with 
penicillamine. Second-line treatment 
involves trientine, and occasionally 
zinc. With effective and early 
treatment, most patients are well and 
live normally. 
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A 


Abuse of clozapine 


The atypical antipsychotics carry a 
lower risk of extrapyramidal symptoms 
than typical antipsychotics. The more 
common signs and symptoms such as 
lethargy and sedation (histamine 
blockade), miosis, tachycardia, 
orthostatic hypotension (alpha- 
adrenergic blockade) and confusion 
(muscarinic blockade). Clozapine 
abuse is not the best explanation for 
this patient’s presentation with 
extrapyramidal signs and deranged 
liver function tests. 


B Chronic abuse of LSD 

Lysergic acid use can cause a wide 
variety of neuropsychiatric symptoms, 
including visual illusions and distortion 
of time perception. Chronic use can 
lead to persistent psychosis, but is 
unlikely to account for the neurologica 
signs and raised ALT. 



C Ganser syndrome 
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C Ganser syndrome 

Ganser syndrome is a dissociative 
disorder characterised by absurd or 
approximate answers to questions 
(paralogias), clouding of 
consciousness, somatic conversion 
symptoms, hallucinations and amnesia. 
The syndrome is associated with a 
history of head injury, Munchausen 
syndrome, solitary confinement or 
extreme stress. This diagnosis would 
not explain the extrapyramidal signs 
and abnormal liver function tests. 

D Othello syndrome 

Othello syndrome is a term used to 
describe morbid jealousy, which may 
involve delusions, obsessions and 
overvalued ideas. It would not explain 
this patient’s neurological signs or 
deranged liver function tests. 


Rate this question: 
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As the medical registrar, you are asked 
for an opinion by the surgical house 
officer on a 72-year-old woman who is 
24 h post-abdominal aneurysm repair. 
All the other members of the surgical 
team are occupied in theatre at the 
present time. 

The patient is complaining of severe 
constant abdominal pain, mainly 
localised to the right iliac fossa, but on 
examination no abdominal signs are 
elicited. Apart from hypertension, she 
has no other significant past medical 
history. The patient is tachycardic and 
has a blood pressure of 95/61 mmHg. 

Urgent bloods, including ABG, are 
requested as well as an abdominal X- 
ray. Fluid replacement is commenced. 
The abdominal X-ray is reported by the 
duty registrar as showing a gasless 
abdomen. 


Investigations: 


Hb 

18.0 g/dl 

WCC 

14 g/dl 

PI P f P Ip tSL_ 

La 9Q v 109/1_ 
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wcc 

14 g/dl 

Platelets 

420 x 10 9 /l 

Amylase 

270 U/l 

pH 

7.31 

Pa(C0 2 ) 

3.5 kPa 

Pa(0 2 ) 

14.0 kPa 

Standard 

bicarbonate 

12mmol/l (normal 
range 22-28 mmol/l) 



The patient undergoes a single 
contrast barium assessment the next 
day. The provisional report suggests 
that there is thumbprinting of the 
bowel wall. 

On the basis of these results, what is 
the most likely diagnosis? 

A Acute pancreatitis 

B Acute ischaemic colitis 

C. lllrprpfi\/p rnlitk 
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Standard 

12mmol/l (normal 


bicarbonate 

range 22-28 mmol/l) 


The patient undergoes a single 
contrast barium assessment the next 
day. The provisional report suggests 
that there is thumbprinting of the 
bowel wall. 

On the basis of these results, what is 
the most likely diagnosis? 

A Acute pancreatitis 

B Acute ischaemic colitis 

C Ulcerative colitis 

D Crohn’s disease 

E Acute bowel obstruction 
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Standard 12mmol/l (normal 
bicarbonate range 22-28 mmol/I) 


The patient undergoes a single 
contrast barium assessment the next 
day. The provisional report suggests 
that there is thumbprinting of the 
bowel wall. 

On the basis of these results, what is 
the most likely diagnosis? 



A Acute pancreatitis 



C Ulcerative colitis 


D Crohn’s disease 


E Acute bowel obstruction 
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B I Acute ischaemic colitis 


Ischaemic colitis is a disease that 
results from an insufficient blood 
supply to a segment of or the entire 
colon. It tends to be a problem 
encountered in old age due to 
atheroma in the mesenteric vessels - it 
is rarely seen in patients below the age 
of 60 - but other causes include 
embolic disease (such as atrial 
fibrillation), blunt abdominal trauma, 
disseminated intravascular 
coagulation, aortic aneurysm and 
shock, both hypovolaemic and 
endotoxic. Typically, with sudden 
thromboembolism, patients experience 
the sudden onset of abdominal pain, 
sometimes associated with bloody 
diarrhoea. If the ischaemia is severe 
enough to cause bowel necrosis and 
perforation, the patient may present 
with an acute abdomen. An abdominal 
X-ray may be normal - a gasless 
abdomen is a non-specific radiological 
finding and can be seen in other 
inflammatory conditions of the colon. 

Barium enema results tend to be 
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Barium enema results tend to be 
abnormal in 90% of patients - 
thumbprinting being indicative of 
mucosal oedema - but CT is the single 
best test after plain radiography since 
other causes of abdominal pain can be 
excluded and the diagnosis of 
intestinal ischemia can be established. 


A Acute pancreatitis 

Acute pancreatitis is effectively ruled 
out by the amylase of 270. A much 
greater rise in amylase to at least 
greater than 800 would be expected in 
acute pancreatitis. 


C Ulcerative colitis 

Ulcerative colitis is unlikely to present 
for the first time at the age of 72, and 
the coincident abdominal aortic 
aneurysm makes ischaemic colitis the 
much more likely cause of symptoms 
here. 



D Crohn’s disease 
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Question 21 of 36 


A 22-year-old lady is seen in the clinic. 
She has a history of nose bleeds and 
has also recently undergone 
investigation for anaemia. She reports 
that her father died suddenly of a brain 
haemorrhage in his 40s. She does not 
take any regular medications. 

On examination, the lesions illustrated 
below are noted. 



What is the most likely diagnosis? 


A Systemic lupus 

erythematosus 


B Peutz-Jeghers syndrome 
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What is the most likely diagnosis? 


A Systemic lupus 

erythematosus 

B Peutz-Jeghers syndrome 

C Hereditary haemorrhagic 

telangiectasia (HHT) 

D Ataxia-telangiectasia 

E CREST syndrome (Calcinosis, 

Raynaud’s syndrome, 
Esophageal dysmotility, 
Sclerodactyly and 
Telangiectasia 
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A 22-year-old lady is seen in the clinic. 
She has a history of nose bleeds and 
has also recently undergone 
investigation for anaemia. She reports 
that her father died suddenly of a brain 
haemorrhage in his 40s. She does not 
take any regular medications. 


On examination, the lesions illustrated 
below are noted. 



What is the most likely diagnosis? 
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HHT (also known as Osler-Weber- 
Rendu disease) is an autosomal 
dominant disorder manifested by 
telangiectases of the skin and mucous 
membranes associated with bleeding 
tendency. Larger lesions may affect the 
nasopharynx, central nervous system, 
lung, liver and spleen, as well as the 
urinary and gastrointestinal tracts. 
Arteriovenous malformations (AVMs) 
may be present, and are a source of 
significant morbidity and mortality. 

This was probably the cause of her 
father’s brain haemorrhage. 


A Systemic lupus 

erythematosus 

This is typically not associated with 
nose bleeds and there is very little in 
the clinical vignette to suggest this 
diagnosis. 



Peutz-Jeghers syndrome 






B Peutz-Jeghers syndrome 


This is associated with pigmented ora 
lesions rather than telangiectasia. 


D Ataxia-telangiectasia 

There is no history of ataxia in this 
patient. 


E CREST syndrome (Calcinosis, 

Raynaud's syndrome, 
Esophageal dysmotility, 
Sclerodactyly and 
Telangiectasia 


This is not associated with nose bleeds 
and there are no other clues in the 
clinical history to suggest this 
diagnosis. CREST is the limited 
cutaneous form of scleroderma. 


Rate this question: 
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A 19-year-old woman presents to her 
general practitioner (GP) with an itchy 
rash over both elbows and an 8-week 
history of loose bowel motions. She 
feels lethargic and has lost 
approximately 2 kg in weight over the 
last few months. She has previously 
been fit and well and takes no regular 
medication. 


On examination, she looks pale and has 
a rash over both elbows, but there are 
no other significant findings. 

Investigations: 


Haemoglobin (Hb) 

96 g/l 

Mean corpuscular 
volume (MCV) 

80 fl 

White cell count (WCC) 

6.4 x 10 9 /l 

Platelets 

Erythrocyte 
sedimentation rate 

Na + 

200 x 10 9 /l 

26 mm/h 

140 mmol/l 

K + 

4.0 mmol/l 
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Urea 

5.4 mmol/I 

Albumin 

32 g/l 

Bilirubin 

12 (jmol/l 

Alkaline transferase 
(ALT) 

20 U/l 

Alkaline phosphatase 
(ALP) 

145U/I 

(30-150) 

Corrected calcium 

2.2 mmol/l 


What is the likely diagnosis? 


A Tropical sprue 

B 


D 

E Pseudomembranous colitis 


Small bowel lymphoma 




Whipple’s disease 
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Coeliac disease is a common and 
underdiagnosed condition that may 
present at any age. It is a 
hypersensitivity to gluten found in 
wheat, rye, oats and barley. The gliadin 
fraction of the protein provokes an 
inflammatory response, causing sub¬ 
total or total villous atrophy of the 
small bowel resulting in malabsorption. 
It classically presents with a history of 
diarrhoea, weight loss, lethargy and 
anaemia (folate-, B 12 - or iron-deficient). 
It is associated with dermatitis 
herpetiformis, a pruritic and blistering 
polymorphic skin rash. Treatment is by 
maintaining a strict diet avoiding foods 
containing wheat, rye, oats or barley. 


A Tropical sprue 


Tropical sprue is a small bowel 
condition characterised by 
malabsorption with inflammation and 
villous flattening. It occurs in tropical 
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A 35-year-old man is being 
investigated for recurrent gastric and 
duodenal ulceration diagnosed at 
endoscopy. He has suffered from bouts 
of abdominal pain and intermittent 
diarrhoea, although his weight is 
stable. On examination, his abdomen is 
soft and there is no organomegaly. 

Investigations: 


Hb 

13.0 g/dl (13.0- 
18.0) 

WCC 

6.5 x 10 9 /l (4.0- 
11.0) 

PLT 

310 x 10 9 /l (150- 
400 

MCV 

92 fl (80-96) 

Urea and 
electrolytes 

Normal 

ALT 

45 U/l (5-35) 

ALP 

128 U/l 

GGT 

38 U/l (< 50) 

Bilirubin 

17 (jmol/l 
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Bilirubin 

17 |jmol/l 

Basal acid 

secretion 

20 mEq/h (1-5) 

Fasting gastrin 

200 pg/ml (< 

100) 

Basal gastrin 

200 pg/ml 

Post-secretin 

gastrin 

500 pg/ml 


Which of the following are responsible 
for the elevated gastrin levels? 

A Omeprazole therapy 

B Pernicious anaemia 

C Gastrinoma 

D H. pylori infection 

E Carcinoma of the stomach 
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1 c 1 

Gastrinoma 1 


All of the above conditions are 
associated with hypergastrinaemia. 
Gastrinoma is the correct answer and 
can confidently be diagnosed in 
patients with gastrin levels >1000 
pg/ml and basal acid output >15 
mEq/l. The secretin test can be used to 
differentiate low-output gastrinomas 
from other causes of 
hypergastrinaemia - this will only be 
positive (rise in gastrin of >200 pg/ml 
10 min after secretin injection) in the 
presence of a gastrinoma. 


A Omeprazole therapy 

Proton pump inhibitor (PPI) therapy 
with omeprazole is associated with 
hypergastrinaemia but low acid 
secretion, so is therefore an incorrect 
option. 


B Pernicious anaemia 
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— 

would be low, so this option is 


incorrect. 


D H. pylori infection 

This has been associated with high 
basal acid secretion and 
hypergastrinaemia. G-cell hyperplasia 
is an increase in the number of gastrin- 
producing cells in the normal gastric 
mucosa and is associated with H. 
pylori, and is thought to account for 
the raised gastrin levels seen in H. 
pylori infection. 


E Carcinoma of the stomach 

This condition, in which normal gastric 
mucosa is replaced with cancerous 
cells, will lead to an increase in gastrin 
levels, but again one would not expect 
to see high levels of acid secretion, and 
secretin usually inhibits gastrin 
production. Therefore this option is 
incorrect. 



Rate this question: 
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A 69-year-old man undergoes a 
colonoscopy for investigation of long¬ 
standing diarrhoea. A polyp is found 
on the right side of the colon and 
removed by snare polypectomy. 

Six hours later, on the Recovery Ward, 
he becomes drowsy and is now 
experiencing both severe abdominal 
pain and vomiting. 

Which of the following is the most 
appropriate management plan? 


A Administer flumazenil as he 

may be experiencing side 
effects from the sedation 
given 

B Arrange an urgent water- 

soluble contrast enema to 
identify the perforation site 

C Keep nil by mouth, and 

arrange an urgent erect chest 
X-ray 
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experiencing ootn severe aoaominai 
pain and vomiting. 

Which of the following is the most 
appropriate management plan? 


A Administer flumazenil as he 

may be experiencing side 
effects from the sedation 
given 

B Arrange an urgent water- 

soluble contrast enema to 
identify the perforation site 

C Keep nil by mouth, and 

arrange an urgent erect chest 
X-ray 

D Schedule a repeat 

colonoscopy to identify the 
site of perforation 

E Reassurance and discharge 

with analgesia 
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C I Keep nil by mouth, and 

I arrange an urgent erect chest 
I X-ray 


A colonic perforation must be 
excluded given that he has recently 
had a polyp removed, and the 
colorectal surgeons should be involved 
at an early stage. An urgent chest X- 
ray is of course to look for air under 
the diaphragm, consistent with a 
perforated abdominal viscus. 


D I Schedule a repeat 

I colonoscopy to identify the 
I site of perforation 


This may exacerbate the problem if 
there is a perforation present. 


A Administer flumazenil as he 

may be experiencing side 
effects from the sedation 
given 

This would not explain the severe 
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may be experiencing side 
effects from the sedation 
given 



This would not explain the severe 
abdominal pain experienced by the 
patient. 


B Arrange an urgent water- 

soluble contrast enema to 
identify the perforation site 

A water soluble contract enema would 
not be appropriate in a patient who 
you suspect may have had a 
perforation post-procedure, and this 
would exacerbate the problem. 


E Reassurance and discharge 

with analgesia 

This patient is clearly in some 
discomfort so it would be unsafe to 
send him home until the cause of his 
symptoms is identified and treated. 
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A 34-year-old woman is found to have 
the following blood results on routine 
preoperative blood tests. 

She has no past medical history of 
note, but remembers a short episode 
of jaundice after a bout of flu around 
12 years ago. 


Bilirubin 

36 

|jmol/l 

Alkaline phosphatase 

108 U/l 

Alanine aminotransferase 
(ALT) 

20 U/l 

Urine dipstick 

Normal 


What is the most likely diagnosis? 

A Budd-Chiari syndrome 
B Gilbert’s syndrome 
C Dubin-Johnson syndrome 

D 


Primarv biliarv cirrhosis 
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of jaundice after a bout of flu around 
12 years ago. 


Bilirubin 

36 

|jmol/l 

Alkaline phosphatase 

108 U/l 

Alanine aminotransferase 
(ALT) 

20 U/l 

Urine dipstick 

Normal 


What is the most likely diagnosis? 

A Budd-Chiari syndrome 
B Gilbert’s syndrome 
C Dubin-Johnson syndrome 
D Primary biliary cirrhosis 
E Sclerosing cholangitis 
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This patient has asymptomatic 
jaundice, diagnosed incidentally. 
Gilbert syndrome is a common cause 
of unconjugated hyperbilirubinaemia 
and is often diagnosed incidentally. 
The prognosis is excellent. It is 
characterised by a mildly elevated 
bilirubin. The diagnosis can be 
confirmed by either an increase in 
bilirubin provoked by fasting or by a 
slow rise in bilirubin following 
administration of intravenous nicotinic 
acid. 


A Budd-Chiari syndrome 

Budd-Chiari syndrome is defined as 
hepatic venous outflow tract 
obstruction, independent of the level 
or mechanism of obstruction, provided 
the obstruction is not due to cardiac 
disease, pericardial disease or 
sinusoidal obstruction syndrome 
(veno-occlusive disease). Studies 
suaaest that in non-Asian countries. 
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suggest that in non-Asian countries, 
Budd-Chiari syndrome is more 
common in women and usually 
presents in the third or fourth decade 
of life (although it may occur in 
children or older adults). Symptoms in 
patients with Budd-Chiari syndrome 
may include fever, abdominal pain, 
abdominal distension (from ascites), 
lower extremity oedema, jaundice, 
gastrointestinal bleeding (from varices 
or portal hypertensive gastropathy) 
and/or hepatic encephalopathy. 
Patients presenting with acute liver 
failure, acute hepatitis or chronic liver 
disease, particularly if the patient has 
known risk factors for Budd-Chiari 
syndrome such as myeloproliferative 
disease and malignancy. It is not 
diagnosed incidentally as in this case. 


C Dubin-Johnson syndrome 

The lack of bilirubin excretion in the 
urine indicates that the patient has an 
unconjugated hyperbilirubinaemia, 
thereby excluding a diagnosis of 
Dubin-Johnson syndrome. Dubin- 
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thereby excluding a diagnosis of 
Dubin-Johnson syndrome. Dubin- 
Johnson syndrome is a familial 
hyperbilirubinaemia characterised by a 
raised water-soluble, conjugated 
bilirubin that is excreted in the urine. 



D Primary biliary cirrhosis 

Primary biliary cholangitis (PBC, 
previously referred to as primary 
biliary cirrhosis) is characterised by an 
ongoing immunologic attack on the 
intralobular bile ducts that eventually 
leads to cirrhosis and liver failure. 
There would be abnormalities in liver 
function tests, unlike in this case. 

E Sclerosing cholangitis 

Primary sclerosing cholangitis is a 
chronic, progressive disorder of 
unknown aetiology that is 
characterised by inflammation, fibrosis 
and stricturing of medium and large 
ducts in the intrahepatic and/or 
extrahepatic biliary tree. Patients with 
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ducts in the intrahepatic and/or 
extrahepatic biliary tree. Patients with 
primary sclerosing cholangitis may be 
asymptomatic and diagnosed as part 
of the evaluation of abnormal 
laboratory tests, or they may have 
symptoms such as fatigue and pruritus. 
Physical examination may reveal 
jaundice, hepatomegaly, splenomegaly 
and excoriations, though it is often 
normal. Liver biochemical tests usually 
demonstrate a cholestatic pattern, 
with elevation of the serum alkaline 
phosphatase predominating in most 
patients. Radiographic findings include 
abnormal-appearing bile ducts with 
wall thickening, dilations and strictures. 


Rate this question: 



Next Question 


Previous Question Tag Question 
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Question 26 of 36 


A 35-year-old Israeli student was 
admitted to hospital on a number of 
occasions with abdominal pain 
associated with arthralgia and fever. 

Previous medical history included 
appendicectomy and cholecystitis. 

Pain was often associated with 
constipation that became diarrhoea 
when the pain resolved. 

Clinical examination revealed a pyrexia 
of 38.5 °C, with generalised rebound 
tenderness in the abdomen and 
diminished bowel sounds. Bilateral 
swollen knees were noted and clear 
fluid was aspirated from each joint. 
Computed tomography (CT) 
examination was unremarkable. 


Investigations: 


Hb 

13.5 g/dl 

WCC 

10.0 x 10 9 /l 

PLT 

300 x 10 9 /l 

Bilirubin 

10 |jmol/l (1-22) 

AST 

16 u/l (1-31) 
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AS 1 

ib u/i (i-3l) 

ALT 

21 u/l (5-35) 

Albumin 

40 g/l (37-49) 

CRP 

72 mg/I 

ESR 

50 mm/h 

Synovial fluid 

No organisms 

Urinalysis 

Protein+++ 

Urinary porphyrins 

Normal 


What is the most likely diagnosis? 


A Familial Mediterranean fever 


B Crohn's disease 


C Acute intermittent porphyria 

D Adult Still’s disease 


E Irritable bowel syndrome 
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A I Familial Mediterranean fever 


Familial Mediterranean fever is an 
autosomal recessive disorder 
characterised by sporadic paroxysmal 
attacks of fever and serosal 
inflammation. Patients are recurrently 
admitted to hospital and undergo 
extensive investigation and often 
abdominal surgery, but no specific 
pathology is found. Constipation 
accompanying the fever is common 
and diarrhoea may follow its 
resolution. Synovitis has been reported 
in up to 75% of patients. Erythrocyte 
sedimentation rate and C-reactive 
protein are elevated, and serosal 
(peritoneal or pleural) or synovial fluid 
may show large numbers of 
neoutrophils with no organisms. 
Amyloidosis manifesting as proteinuria 
can occur, particularly in Sephardic 
(Middle Eastern and North African) 
Jews. Therefore, Option A is the best 
answer here. A specific genetic test is 
now available to aid diagnosis, and the 
treatment of choice is colchicine. 
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arthritis. However, this patient has a 
fever and, in the context of Crohn’s 
disease, you would be concerned 
about an abscess or another 
complication of Crohn’s such as a 
perforation, which would usually be 
apparent on a CT scan. 



C Acute intermittent porphyria 

Normal urinary porphyrins effectively 
rule out acute intermittent porphyria. 


D Adult Still’s disease 

This condition is usually associated 
with a classic salmon-coloured rash 
and a raised ferritin. Splenomegaly can 
also be present. 


E Irritable bowel syndrome 


This is a diagnosis of exclusion and is 
not associated with elevated 
inflammatory markers, fevers or joint 
swelling, so is therefore incorrect. 
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A 29-year-old woman comes to the 
clinic. She is 30 weeks pregnant and 
has a previous history of Crohn’s 
disease but this was quiescent prior to 
becoming pregnant and she 
discontinued her treatment 18 months 
ago. She was previously managed with 
sulphasalazine. She now complains of 
severe diarrhoea and abdominal pain. 

Abdominal examination is consistent 
with a 30-week pregnancy and it is 
difficult to assess specific tenderness, 
which may be related to active 
Crohn’s. 


Investigations: 


Hb 

10.9 g/dl 

WCC 

11.1 x 10 9 /l 

PLT 

190 x 10 9 /l 

ESR 

47 mm/h 

Na + 

139 mmol/I 

K + 

4.8 mmol/I 

Creatinine 

100 pmol/l 
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ESR 

4/ mm/h 

Na + 

139 mmol/l 

K + 

4.8 mmol/l 

Creatinine 100 pmol/l 

Which of the following would be the 
most appropriate initial treatment for 
her? 

A 

Sulphasa azine 

B 

Methotrexate 

c 

Metronidazole 

D 

Infliximab 

E 

Prednisolone 
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E | Prednisolone 


Prednisolone is the preferred 
treatment of a relapse during 
pregnancy (in the absence of infective 
complications, such as abscesses). 
Corticosteroids are rapidly 
metabolised by the fetus leading to 
low fetal blood concentrations and a 
low risk of fetal complications. 

In terms of maintenance therapy 
during pregnancy then recent 
metanalyses have shown that 
thiopurines, such as azathioprine or 
6MP, are not associated with an 
increased risk of adverse pregnancy 
outcomes when compared with IBD 
patients on no treatment. As such, 
patients should remain on thiopurines 
during pregnancy; better maternal and 
fetal outcomes are strongly associated 
with good disease control during 
pregnancy. 


A I Sulphasalazine 
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A I Sulphasalazine 


This lady has an acute flare of Crohn’s 
and needs induction of remission. 
Sulphasalazine has not been shown to 
be efficacious in inducing remission in 
an acute flare and despite the fact she 
was previously taking this, its role as a 
maintenance therapy in Crohn’s is no 
longer recommended. 


B Methotrexate 

It is absolutely contraindicated in 
pregnancy due to its teratogenicity, 
particularly in the first trimester. For 
patients trying to conceive there is an 
approximate 6-week wash-out period. 


C Metronidazole 

There is no role for induction of an 
acute flare and although 
metronidazole can be safely used in 
pregnancy its use in acute Crohn’s 
tends to be limited to patients with 

infective comnlications such as 
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You are asked to review a 26-year-old 
woman who suffers from severe 
Crohn’s disease. She has numerous 
previous admissions to the hospital 
and two previous ileal resections. 

On this occasion, there is a history of 
abdominal pain and diarrhoea with 
intermittent fevers. CRP is raised at 75 
U/l. She is currently managed on 
azathioprine therapy and a 
maintenance dose of 10 mg 
prednisolone per day. Her BMI is 16. 

Which of the following would you 
advise her with respect to dietary 
control of her Crohn’s? 


A Short-term use of TPN may 

be helpful 

B Elemental diet is definitely of 

benefit 

C Low-fat, medium-chain 

triglyceride diet is of no 
benefit 




o 






3G ll ^ 

■III T« 

®'i 

— 19:17 

< 

Question 28 of 36 

— 

nxenTT 

i nent levers; lkk is^ raTseaarTD 


U/l. She is currently managed on 
azathioprine therapy and a 
maintenance dose of 10 mg 
prednisolone per day. Her BMI is 16. 

Which of the following would you 
advise her with respect to dietary 
control of her Crohn’s? 

A Short-term use of TPN may 

be helpful 

B Elemental diet is definitely of 

benefit 

C Low-fat, medium-chain 

triglyceride diet is of no 
benefit 

D Dairy-free diet definitely 

won’t impact on her diarrhoea 

E Wheat-free diet is likely to 

impact on her diarrhoea 
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A I Short-term use of TPN may 
I be helpful 


This patient is severely debilitated by 
her Crohn’s disease, and short-term 
TPN to supplement normal eating, 
allowing recovery of calorie intake and 
improving her weight and nutritional 
status may be indicated. 


B Elemental diet is definitely of 

benefit 

Elemental diet has mixed benefit 
according to randomised controlled 
trials, some showing improved 
recovery and decreased steroid use, 
others showing little significant 
benefit. 


C Low-fat, medium-chain 

triglyceride diet is of no 
benefit 


This may allow improved calorie 
delivery and reduce associated 
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Low-rai, meaium-cnain 



triglyceride diet is of no 
benefit 

This may allow improved calorie 
delivery and reduce associated 
diarrhoea. 


D Dairy-free diet definitely 

won’t impact on her diarrhoea 

There is a significant portion of Crohn’s 
patients who are lactose intolerant, 
and hence a dairy free diet may reduce 
the frequency of her diarrhoea. 


E Wheat-free diet is likely to 

impact on her diarrhoea 

A wheat-free diet is of greatest utility 
in patients with coeliac disease who 
are gluten intolerant. 


Rate this question: 



Next Question 
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Question 29 of 36 


This barium swallow is from a 56-year- 
old man who presented with 
intermittent dysphagia. 









What is the diagnosis? 

A Benign oesophageal stricture 

B Diffuse oesophageal spasm 

C Oesophageal carcinoma 

D Achalasia 

E Barrett’s oesophagus 
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The barium swallow shows the typical 
appearance of achalasia, with a dilated 
atonic oesophagus tapering to a 
narrowed distal end and tight lower 
oesophageal sphincter. Achalasia has 
an incidence of 1 per 100,000 per year 
and is defined as reduced or absent 
peristalsis and failure of the lower 
oesophageal sphincter (LOS) to relax 
when swallowing. It is due to the 
degeneration of ganglionic cells in the 
nerve plexi of the oesophageal wall. It 
can present at any age with 
intermittent dysphagia to both solids 
and liquids, regurgitation, severe 
retrosternal chest pain and aspiration 
pneumonia. A chest X-ray may show 
an air-fluid level behind the heart. 
Upper gastrointestinal endoscopy 
should always be performed in 
suspected achalasia to exclude a 
tumour, which can present similarly. 
However, all these investigations may 
be normal and the definitive diagnostic 
test is oesophageal manometry, which 
will confirm a high oesophageal resting 
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test is oesophageal manometry, which 


will confirm a high oesophageal resting 
tone, weak or absent peristalsis and a 
non-relaxing lower oesophageal 
sphincter. Treatment options include 
endoscopic pneumatic dilation of the 
LOS (successful in 80% of cases), 
intra-sphincteric botulinum toxin 
injection and surgical division of the 
LOS (Heller’s cardiomyotomy). There is 
an increased risk of carcinoma of the 
oesophagus in patients with achalasia. 


A Benign oesophageal stricture 

Benign oesophageal strictures are 
caused by inflammation, leading to 
scar tissue formation which can be 
secondary to reflux disease, corrosives, 
surgery or radiotherapy. Treatment is 
possible with endoscopic balloon 
dilatation. 


B Diffuse oesophageal spasm 


Diffuse oesophageal spasm causes 
intermittent dysphagia and chest pain. 
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C Oesophageal carcinoma 

Oesophageal cancer is associated with 
being male, smoking history, 
oesophageal reflux, Barrett’s 
oesophagus and achalasia. 
Oesophageal malignancy should be 
suspected when the patient has 
described dysphagia as affecting 
solids before liquids, rather than both 
at the same time; as being associated 
with odynophagia; and as being 
constant and progressive. 

Management is via an MDT approach; 
this can involve surgery, chemotherapy 
and radiotherapy, but prognosis is 
generally poor. 


E Barrett’s oesophagus 

Barrett’s oesophagus is metaplasia 
secondary to acid reflux, resulting in a 
change from mucosa with columnar 
epithelium. Diagnosis is histological on 
biopsy during OGD, and management 
depends on histological risk towards 
dysplasia. Resection or eradicative 
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A 46-year-old man is seen in 
neurology outpatients after being 
referred with disinhibited behaviour of 
2 months’ duration. His family tells you 
that he passes urine in public and the 
police have brought him home on two 
occasions recently. He has been losing 
weight for the last year and was 
previously 110 kg, now weighing 92 kg. 
He has diarrhoea and his family tell you 
it smells bad and is difficult to flush. 
The patient complains of pain in his 
right knee, left ankle and lower back. 


On examination, he looks pale and has 
angular cheilitis. He has a distended 
abdomen with some shifting dullness 
but no palpable organomegaly. His 
palmo-mental reflex is positive. The 
right knee and left ankle are both 
swollen with minimal tenderness and a 
good range of movement. 


Investigations: 


Sodium 

134 mmol/I 

Potassium 

4.1 mmol/I 

Urea 

4.8 mmol/I 
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Sodium 

134 mmol/I 

Potassium 

4.1 mmol/I 

Urea 

4.8 mmol/l 

Creatinine 

45 (j mo I/I 

Calcium (corrected) 

1.74 mmol/l 

Albumin 

27 g/l 

WCC 

6.5 x 10 9 /l 

Hb 

9.2 g/dl 

MCV 

78.2 fl 

Platelets 

512 x 10 9 /l 

INR 

1.4 

CT brain 

Normal 


Oesophago-gastro-duodenoscopy 
(OGD) is performed and duodenal 
biopsy demonstrates expanded villi 
containing macrophages staining 
positive with periodic acid-Schiff stain. 

What is the most likely diagnosis? 
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INR 


1.4 

CT brain 

Normal 


Oesophago-gastro-duodenoscopy 
(OGD) is performed and duodenal 
biopsy demonstrates expanded villi 
containing macrophages staining 
positive with periodic acid-Schiff stain. 

What is the most likely diagnosis? 

A Hartnup disease 

B Coeliac disease 

C HIV enteropathy and 

dementia 

D Tropical sprue 
E Whipple's disease 



















INR 1.4 

CT brain Normal 


Oesophago-gastro-duodenoscopy 
(OGD) is performed and duodenal 
biopsy demonstrates expanded villi 
containing macrophages staining 
positive with periodic acid-Schiff stain. 

What is the most likely diagnosis? 


Your answer was correct 


A Hartnup disease 

B Coeliac disease 


C HIV enteropathy and 

deffhentia 


D Tropical sprue 
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Whipple disease is a systemic disease 
caused by Tropheryma whippeli, a 
Gram-positive, non-acid-fast rod. It is 
usually found in white, middle-aged 
males, most commonly in Europe. The 
classic presentation, believed to be 
caused by organism infiltration of the 
body tissue, is that of a wasting illness 
characterised by four cardinal features: 
migratory arthralgia of the large joints, 
arthritis, intermittent diarrhoea and 
colicky abdominal pain. The disease 
can affect the central nervous system 
(CNS) and produce frontal signs (such 
as in our patient), meningoencephalitis 
or dementia. 


The organism is taken up by the 
macrophages, and diagnosis is 
established by identifying ‘foamy’ 
macrophages that stain positive with 
periodic acid-Schiff (PAS) stain on 
jejunal biopsy. PCR testing is also used 
for confirmation. Other infections, such 
as with endemic fungi (e.g. 

Histoplasma spp.), Rhodococcus and 

HIV-infected mvcobacterial disease. 
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Histoplasma spp.), Rhodococcus and 
HIV-infected mycobacterial disease, 
can be histologically similar to 
Whipple’s disease, but many can be 
ruled in or out by additional testing 
(i.e. staining for organisms, culture, 
antigen testing). Antibiotics are the 
mainstay of treatment - usually co- 
trimoxazole or tetracycline is given for 
1 year. Clinical failure is suggested by a 
positive PCR in the relevant specimen 
from patients who fail to respond 
clinically to adequate therapy or have 
recurrence of symptoms after initial 
improvement. One third of patients 
relapse. 


A Hartnup disease 

Hartnup disease is an autosomal 
recessive disorder caused by impaired 
amino acid transport in the apical 
brush border membrane of the small 
intestine and the proximal tubule of 
the kidney. If symptomatic, it usually 
presents in childhood with pellagra-like 
skin eruptions, cerebellar ataxia and 
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immunosuppressed) and Whipple’s 
disease are similar. Neurocognitive 
disorders can be seen in advanced or 
untreated HIV infection. However, 
there is no history of cough, which 
would be the usual first presentation of 
MAI infection. And while M. avium- 
positive duodenal biopsies are also 
PAS positive, contrary to Whipple’s 
disease, they also stain positive with 
Ziehl-Neelson. Whipple’s disease is 
more likely to explain the overall 
clinical picture. 


D Tropical sprue 

The gastrointestinal symptoms of 
tropical sprue and Whipple’s disease 
are indistinguishable. However, the 
cognitive changes as seen in this case 
would be more difficult to attribute to 
tropical sprue. Furthermore, histology 
of the duodenum would reveal 
flattened villi and inflammatory cell 
infiltrates, but no PAS-positive 
macrophages. 
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A 32-year-old woman presents to the 
Emergency Department with a sudden 
onset of severe central abdominal pain 
and profuse vomiting. She had also 
passed several loose stools, but these 
had not been associated with any 
blood or mucus. She had no other 
symptoms. 

On examination, she was pyrexial and 
tachycardic with generalised 
abdominal tenderness. She had eaten 
in a Chinese buffet restaurant 3 h prior 
to the onset of symptoms, and 
remembers that she mainly ate from 
the rice dishes. 

Apart from a raised white count with 
neutrophilia, her full blood count and 
serum biochemistry were normal. 

What is the most likely causative 
organism? 


A Campylobacter jejuni 

B Escherichia coli 0157:H7 
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tachycardic with generalised 
abdominal tenderness. She had eaten 
in a Chinese buffet restaurant 3 h prior 
to the onset of symptoms, and 
remembers that she mainly ate from 
the rice dishes. 


Apart from a raised white count with 
neutrophilia, her full blood count and 
serum biochemistry were normal. 

What is the most likely causative 
organism? 


A Campylobacter jejuni 


B Escherichia coli 0157: H7 


C Bacillus cereus 


D Staphylococcus aureus 


E Listeria monocytogenes 
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C I Bacillus cereus 


The short onset of food poisoning in 
this patient fits with symptoms related 
to enterotoxin production, and given 
the history of consumption of fried 
rice, a diagnosis of Bacillus cereus food 
poisoning fits best. This is a Gram¬ 
positive bacillus which produces an 
enterotoxin that is classically found in 
reheated fried rice. Ingestion of the 
preformed toxin causes fairly rapid (1- 
4 h) onset of acute abdominal pain 
with profuse vomiting and sometimes 
diarrhoea. There is usually recovery 
within 24-48 h. There is no specific 
therapy, and treatment is purely 
supportive. 



A Campylobacter jejuni 


Campylobacter symptoms are slower 
in onset, occurring up to 48 h after 
consumption of contaminated food, 
and are associated with fever, 
cramping stomach pains, vomiting and 



i 













© (D 9:28 



Question 32 of 36 


A 58-year-old woman presents with a 
4-day history of shortness of breath 
and cough. There is a long past 
medical history of indigestion, worse 
when she lies flat on the bed, with 
occasional acid regurgitation. She may 
even wake at night occasionally with 
acid in her mouth and paroxysms of 
coughing. 

On examination, her body mass index 
(BMI) is 31, she is pyrexial with a 
temperature of 39 °C, there is an area 
of bronchial breathing over the right 
lung and a suggestion of increased 
shadowing on the chest X-ray at the 
right base. 

Which of the following is the most 
likely underlying cause for this clinical 
picture? 


A Bronchiectasis 


B Exacerbation of asthma 


C Oesophageal carcinoma 
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temperature of 39 °C, there is an area 
of bronchial breathing over the right 
lung and a suggestion of increased 
shadowing on the chest X-ray at the 
right base. 

Which of the following is the most 
likely underlying cause for this clinical 
picture? 


A Bronchiectasis 


B Exacerbation of asthma 


C Oesophageal carcinoma 

D Benign oesophageal stricture 

E Gastro-oesophageal reflux 

disease (GORD) 
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Gastro-oesophageal reflux 
disease (GORD) 


This woman has a long history of 
indigestion, particularly worse when 
lying flat, and acid regurgitation, 
complicated by a chronic nocturnal 
cough. It is likely that an episode of 
regurgitation has led to right-sided 
lower respiratory tract infection. She is 
obese, which may well contribute to 
her symptoms. Other predisposing 
factors which increase the likelihood of 
GORD include smoking; hiatus hernia; 
medications which relax the lower 
oesophageal sphincter such as calcium 
channel blockers and beta-blockers; 
pregnancy; and foods such as 
chocolate and peppermint. Weight 
reduction would be the mainstay of 
management in this case, with the 
addition of proton pump inhibitors. 


A Bronchiectasis 


Bronchiectasis is associated with 
longer-term shortness of breath and 
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A Bronclliectasis 

Bronchiectasis is associated with 
longer-term shortness of breath and 
recurrent episodes of lower respiratory 
tract infection. 


B Exacerbation of asthma 

Given the long history of water brash 
and associated coughing, reflux is the 
more likely primary cause of her 
symptoms, and the CXR changes, 
rather than asthma alone. 


C Oesophageal carcinoma 

The long history of indigestion without 
progression to dysphagia and lack of 
weight loss doesn't fit with a diagnosis 
of oesophageal carcinoma. 


D Benign oesophageal stricture 

Benign oesophageal stricture leads to 
regurgitation of food, often a mix of 
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B Exacerbation of asthma 

Given the long history of water brash 
and associated coughing, reflux is the 
more likely primary cause of her 
symptoms, and the CXR changes, 
rather than asthma alone. 


C Oesophageal carcinoma 

The long history of indigestion without 
progression to dysphagia and lack of 
weight loss doesn’t fit with a diagnosis 
of oesophageal carcinoma. 


D Benign oesophageal stricture 

Benign oesophageal stricture leads to 
regurgitation of food, often a mix of 
both solid and liquid meals, rather than 
the progressive dysphagia seen with 
oesophageal Ca. 


Rate this question: 
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An 18-year-old woman is seen to take a 
large quantity of paracetamol tablets 
following an argument with her 
boyfriend. At 72 h later, she presents 
to the Emergency Department with 
jaundice and vomiting. 

On examination, her BP is 105/72, 
pulse is 85 and regular. She is tender in 
the epigastrium and tells you she is 
passing only small amounts of dark 
urine. 

Which of the following would be the 
best indicator of her overall 
prognosis? 


A Prothrombin time 


B Liver transaminases 


C Serum paracetamol levels 

D Bilirubin 


E Urea 
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A I Prothrombin time 


Paracetamol can cause liver failure 
even at relatively low doses (>7 g). The 
transplant criteria published by King’s 
College Hospital are based on 
prognostic factors from a large 
retrospective cohort of patients. In 
these criteria, coagulopathy 
(prolonged prothrombin 
time/increased international 
normalised ration (INR)) is an 
important prognostic indicator along 
with encephalopathy, development of 
kidney disease and acidosis not 
corrected by fluid resuscitation. 

Maximal liver damage will occur 
approximately 72 h after ingestion 
when prothrombin time will be 
maximally prolonged - it will then 
either return to normal (recovery with 
no sequelae) or remain prolonged 
(acute liver failure - recovery unlikely). 


B Liver transaminases 
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B Liver transaminases 

Transaminases are released by 
damaged hepatocytes and are always 
raised in significant paracetamol 
poisoning, reaching levels of >10 000 
IU/1. Transaminase levels are, however, 
not good indications of whether 
progression to acute liver failure will 

occur. 


C Serum paracetamol levels 

Although raised serum paracetamol 
levels at >48 h would suggest a large 
or staggered overdose, both more at 
risk of progressing to acute liver 
failure, the value has no prognostic 
role. 


D Bilirubin 

Although serum bilirubin is included in 
some prognostic indices in 
paracetamol poisoning, it is nowhere 
near as reliable as prothrombin time. 
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risk of progressing to acute liver 
failure, the value has no prognostic 
role. 


D Bilirubin 

Although serum bilirubin is included in 
some prognostic indices in 
paracetamol poisoning, it is nowhere 
near as reliable as prothrombin time. 
Transaminases, y-glutamyl 
transpeptidase (GGt), albumin and 
alkaline phosphatase are of no benefit. 


E Urea 

Creatinine, not urea is used as an 
indicator of impending acute kidney 
disease in paracetamol overdose. 
Measurement of urea is confounded as 
a measure of renal failure because of 
it’s absorption as part of a 'blood 
meal'. 


Rate this question: 
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A 40-year-old man is admitted to the 
Emergency Department having taken a 
paracetamol overdose. On questioning 
he describes having taken 50 tablets 
of 500 mg of paracetamol over 30 
min, with the intention of ending his 
own life. He did this 6 h ago and has 
been brought into hospital after being 
found by his girlfriend. She reports that 
she found him conscious and he 
agreed to go to hospital. During the 
journey to hospital he started 
developing abdominal pain, which has 
been progressively become worse 
since then. He has also vomited once. 
On examination he looks unhappy and 
downcast, and his RUQ is mildly 
tender. He is not jaundiced, and he has 
a GCS of 15/15. 


Which of the following investigations 
is the best indicator of the severity of 
liver failure? 


A Blood glucose 

B Creatinine 
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found by his girlfriend. She reports that 
she found him conscious and he 
agreed to go to hospital. During the 
journey to hospital he started 
developing abdominal pain, which has 
been progressively become worse 
since then. He has also vomited once. 
On examination he looks unhappy and 
downcast, and his RUQ is mildly 
tender. He is not jaundiced, and he has 
a GCS of 15/15. 


Which of the following investigations 
is the best indicator of the severity of 
liver failure? 


A Blood glucose 

B Creatinine 


C Alkaline phosphatase 

D Prothrombin time 


E Alanine aminotransferase 
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D I Prothrombin time 


Paracetamol overdose is one of the 
most common methods of self¬ 
poisoning in the UK. Paracetamol is 
metabolised by glucuronidation in the 
liver. The toxicity of this analgesic 
arises from its saturable metabolism. 
Excess oxidation product, NAPQI (N- 
acetyl-benzoquinoneimine) is 
produced, overwhelming the liver’s 
capacity to detoxify it by conjugation 
with glutathione. Serum paracetamol 
levels should be measured at least 4 h 
after ingestion. Initial symptoms of 
overdose are nausea and vomiting, 
with hepatic and/or kidney disease 
presenting at 24-36 h. Liver damage 
peaks at 3-4 days after ingestion. The 
prothrombin time (PT) is the most 
sensitive indicator of liver damage. A 
poor prognosis is indicated by a PT 
>100 s, serum creatinine >300 pmol/l 
and arterial pH <7.3. 


A Blood glucose 
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In acute liver failure, gluconeogenesis 
fails. This can lead to hypoglycaemia, 
which is important to correct if found. 
However, this is an intermittent 
problem and a poor marker of liver 
failure as it fluctuates easily following 
ingestion of food and IV treatment 
with glucose. Hypoglycaemia can also 
occur in sepsis, which is a common 
presentation in acute liver failure. 


B Creatinine 

Kidney disease is common in liver 
failure but can occur due to several 
causes, including acute renal injury and 
dehydration. 


C Alkaline phosphatase 


ALP is present especially in the liver, 
bile ducts, kidneys and bone. ALP is 
released in the liver and in diseases of 
elevated bone turnover. It can be very 
high in liver failure, especially if there is 
a biliary cause. However, it is not a 
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ALP is 

present especially in the liver, 


bile ducts, kidneys and bone. ALP is 
released in the liver and in diseases of 
elevated bone turnover. It can be very 
high in liver failure, especially if there is 
a biliary cause. However, it is not a 
marker of synthetic liver function and 
therefore not useful in direct 
assessment of liver failure. 


E 


Alanine aminotransferase 


AST is present especially in 
hepatocytes and is released on cell 
injury. It can be very high in liver 
failure, especially if there is a hepatic 
cause. However, it is not a marker of 
synthetic liver function and therefore 
not useful in direct assessment of liver 
failure. 


Rate this question: 
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A 45-year-old man presents with a 6- 
month history of progressive 
intermittent dysphagia to both solids 
and liquids, and a persistent 
productive cough. He is a long-term 
smoker but otherwise is fit and well; he 
reports no significant weight loss. 

Clinical examination is unremarkable 
and an upper gastrointestinal 
endoscopy report from another 
hospital is normal. 

Investigations: 


Bilirubin 

19 |jmol/l (1- 
22) 

AST 

22 u/l (1-31) 

ALT 

31 u/l (5-35) 

Albumin 

42 g/l (37- 
49) 

Haemoglobin (Hb) 

148 g/l 

White cell count 
(WCC) 

9 x 10 9 /l 

Platelets 

258 x 10 9 /l 
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Lower oesophageal 

60mmHg 

sphincter resting pressure 

(17-36) 

Residual lower 
oesophageal sphincter 
relaxing pressure 

12mmHg 

(<8) 



Peristalsis: 

Proximal 

amplitude 

Proximal duration 
Distal amplitude 
Distal duration 


80 mmHg (33- 
91) 

3 s (2.0-3.6) 

0 mmHg (64- 
154) 

Absent (2.9-5.1) 


What is the most likely diagnosis? 

A Scleroderma 

B Nutcracker oesophagus 
C Diffuse oesophageal spasm 
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Peristalsis: 


Proximal 

amplitude 

80 mmHg (33- 
91) 

Proximal duration 

3 s (2.0-3.6) 

Distal amplitude 

0 mmHg (64- 
154) 


Distal duration Absent (2.9-5.1) 

What is the most likely diagnosis? 

A Scleroderma 


B Nutcracker oesophagus 
C Diffuse oesophageal spasm 
D Carcinoma of the oesophagus 

E Achalasia 
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Lower oesophageal 60mmHg 

sphincter resting pressure (17-36) 


Residual lower 
oesophageal sphincter 
relaxing pressure 


12mmHg 

(< 8 ) 


Peristalsis: 


Proximal 


80 mmHg (33- 

amplitude 

91) 

Proximal 

1 duration 

3 s (2.0-3.6) 

Distal amplitude 

0 mmHg (64- 
154) 


Distal duration Absent (2.9-5.1) 


What is the most likely diagnosis? 



A Scleroderma 


B Nutcracker oesophagus 
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Achalasia describes a failure of 
relaxation of the lower oesophageal 
sphincter, and affects an estimated 10 
in 10,000 people. Endoscopy is often 
normal but can show lower 
oesophageal dilatation and failure of 
the lower oesophageal sphincter (LOS) 
to relax. The hallmark feature of 
manometry is absence of peristalsis in 
the distal oesophagus, accompanied 
by failure of the LOS to relax during 
swallowing (i.e. a high residual relaxing 
pressure). These features may be 
accompanied by a high resting LOS 
pressure, but this is not necessary for a 
diagnosis. Achalasia often causes 
intermittent symptoms, with residual 
food and liquid in the distal 
oesophagus causing halitosis and 
recurrent chest sepsis due to nocturnal 
aspiration. 



A Scleroderma 


Scleroderma is an autoimmune 
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A Scleroderma 

Scleroderma is an autoimmune 
connective tissue disorder which 
causes fibrosis of organs. It can cause 
fibrosis of the oesophagus leading to 
dysphagia, but is unlikely without other 
features such as calcinosis, Raynaud’s, 
sclerodactyly and telangiectasis. 
Scleroderma can also lead to reduced 
or occasionally absent distal peristalsis, 
but this is accompanied by low resting 
LOS pressures. 



B Nutcracker oesophagus 

Nutcracker oesophagus is an 
oesophageal dysmotility disorder 
characterised by dysphagia of both 
liquids and solids, with chest pain. In 
nutcracker oesophagus, there is 
oesophageal pressure exceeding 180 
mmHg, which this patient does not 
have. 


C Diffuse oesophageal spasm 
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have. 


C Diffuse oesophageal spasm 

Diffuse oesophageal spasm causes 
intermittent dysphagia and chest pain. 
A barium swallow can differentiate 
from achalasia by demonstrating 
abnormal oesophageal contractions 
such as a corkscrew pattern. In this 
patient there is interruption of 
peristalsis, which does not fit. 


D Carcinoma of the oesophagus 

Oesophageal cancer is associated with 
male gender, smoking history, 
oesophageal reflux, Barrett’s 
oesophagus and achalasia. 
Management is via an MDT approach. 
The presence of intermittent rather 
than progressive dysphagia makes this 
unlikely, as does the abnormal 
manometry. 


Rate this question: 
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A 77-year-old woman is seen with a 3- 
h history of cramping abdominal pain, 
bloody diarrhoea and abdominal 
distension. The blood is dark and looks 
mixed with the stool. She has 
previously been relatively well. 


She has a history of atrial fibrillation, 
for which she takes warfarin. She also 
has hypertension and is on a diuretic. 
She stopped smoking 2 years ago and 
she occasionally drinks a sherry at 
night. 


On examination, she is in pain and has 
a mild fever, temperature 37.6 °C Her 
pulse is 100/min and irregular and 
blood pressure is 124/76 mmHg. Her 
abdomen is distended, with 
generalised tenderness on palpation. 
Abdominal X-ray (AXR) shows mild, 
diffuse bowel dilatation. 


Investigations: 


wcc 

17.2 x 10 9 /l 

Hb 

10.1 g/dl 

MCV 

84.3 fl 
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wcc 

17.2 x 10 9 /l 

Hb 

10.1 g/dl 

MCV 

84.3 fl 

Platelets 

531 x 10 9 /l 

INR 

1.8 



A barium enema is requested, which 
demonstrates thickening of the bowel 
wall with some evidence of thumb 
printing. 

What is the most likely diagnosis? 

A Acute duodenal ulcer 

B Diverticulitis 

C Mesenteric venous thrombosis 

D Ischaemic colitis 

E Crohn’s colitis 
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D I Ischaemic colitis 


Ischaemic colitis occurs secondary to a 
sudden drop in the colonic blood 
supply, but in most patients, no 
specific cause of the decrease can be 
identified. Presentation can range from 
acute abdominal cramping and 
distension to mild pain with rectal 
bleeding and diarrhoea. The 
predominant predisposing factors are 
atherosclerosis, shock and congestive 
heart failure. The condition is 
associated with aorto-iliac surgery (3- 
6% with such operations). High clinical 
suspicion is needed, and in our patient 
the finding of AF increases the risk of 
an embolus to the gut vasculature. 

Abdominal X-ray, barium enema and 
computed tomography (CT) show 
evidence of bowel wall thickening and 
thumbprinting. Sigmoidoscopy 
frequently reveals oedematous, friable 
mucosa, erythema and interspersed 
pale areas. Bluish haemorrhagic 
nodules may be seen representing 
submucosal bleeding. The majority 






Li © 


© Ci 9:54 



Question 36 of 36 


pale areas. Bluish haemorrhagic 
nodules may be seen representing 
submucosal bleeding. The majority 
have transient, non-gangrenous 
ischaemia which responds favourably 
and rapidly to simple conservative 
measures, with spontaneous recovery 
within 24-48 h. Conservative 
management includes close 
monitoring, appropriate intravenous 
rehydration and broad-spectrum 
antibiotics that cover enteric flora, and 
aggressive measures to correct 
processes that may have precipitated 
the ischaemic insult. Colonic strictures 
following recovery are common. 

A minority of patients require 
exploratory laparotomy without the 
benefit of an established preoperative 
diagnosis. Due to the paucity of 
vessels/anastomoses supplying the 
splenic flexure/descending colon and 
sigmoid colon, these areas are most 
often affected. Gangrenous ischaemic 
colitis requires prompt resuscitation, 
followed by resection of the affected 
bowel and stoma formation. 
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Question 1 of 18 


A 30-year-old man with a history of 
manic depression is referred from the 
Psychiatric Department. He is found to 
have abnormal liver function tests. 

On examination, he is very irritable, 
dysarthric and ataxic. 

Investigations: 


Na + 

133 mmol/l 

K + 

4.5 mmol/l 

Urea 

14.0 mmol/l 

Creatinine 

220 |jmol/l 

Bilirubin 

45 pmol/l 

ALT 

135 U/l (5-35) 

ALP 

160 U/l (30-150) 

GGT 

89 

Albumin 

33 g/l 


Given the likeliest diagnosis, what 
therapy is he likely to require? 
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Creatinine 220 pmol/l 
Bilirubin 45 (jmol/l 
ALT 135 U/l (5-35) 

ALP 160 U/l (30-150) 

GGT 89 

Albumin 33 g/l 

Given the likeliest diagnosis, what 
therapy is he likely to require? 

A Desferrioxamine 

B Trientine 

C Venesection 

D Genetic analysis 
E N-acetylcystiene 
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B I Trientine 


A young man with basal ganglia signs 
and deranged liver function tests is 
likely to have Wilson’s disease, also 
referred to as hepatolenticular 
degeneration. It is an autosomal 
recessive disorder of copper 
metabolism resulting in its 
accumulation in liver, kidneys, cornea 
and brain. Those affected become 
symptomatic in childhood and early 
adulthood. Chronic hepatitis may lead 
to cirrhosis and its complications. 
Neurological or psychiatric disease is 
the presenting feature in about 40% of 
cases. Many of these patients have 
Kayser-Fleischer rings, a physical sign 
pathognomonic of Wilson’s disease. It 
is associated with renal tubular 
acidosis type II. Although serum 
copper and caeruloplasmin can be low, 
specificity is poor. The 24 h urinary 
copper excretion is rarely less than 100 
(jg and comparison can be made 
following penicillamine challenge. A 
liver biopsy can be diagnostic. 
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liver biopsy can be diagnostic. 
Treatments include trientine and 
penicillamine, both of which act as 
copper or chelating agents. A genetic 
test has been difficult to develop due 
to a number of mutations in the gene. 



A Desferrioxamine 

Deferrioxamine is a medication which 
binds iron and aluminium. It is 
specifically used in iron overdose and 
haemachromatosis. The presence of 
dysarthria and ataxia make Wilson’s 
disease more likely over 
haemachromatosis, as Wilson’s is 
associated with hepatolenticular 
degeneration. Arthralgia, diabetes and 
bronze discoloration would make 
haemachromatosis more likely. 


C Venesection 


Venesection is a long-term treatment 
option for haemachromatosis, as 
excess iron is removed by serially 
bleeding the patient until iron stores 
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Venesection is a long-term treatment 
option for haemachromatosis, as 
excess iron is removed by serially 
bleeding the patient until iron stores 
are depleted. 



D Genetic analysis 

Whilst genetic analysis can be of use in 
diagnosing haemachromatosis and 
Wilson’s disease, it would not help this 
patient in the first instance and would 
waste valuable time. 

E N-acetylcystiene 

This would be the correct treatment 
option for acute paracetamol 
overdose. Whilst liver failure in the 
context of depression can often be due 
to paracetamol overdose, it would not 
explain the neurological features. 


Rate this question: 
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A 46-year-old man is admitted to 
hospital following a first episode of 
syncope. It was witnessed by his wife, 
who said he suddenly went very pale 
and collapsed to the floor with loss of 
consciousness for a few seconds, and 
was immediately oriented on coming 
round. 


The patient described progressively 
worsening exertional dyspnoea and 
fatigue over the last few months. He 
had some pains in the small joints of 
his hands for the last few years, but 
more recently these had become more 
severe and had spread to involve other 
joints. He also reluctantly admitted to 
difficulties maintaining an erection 
recently, but put this down to being 
stressed at work. He was a solicitor, 
had never smoked, and drank 
approximately 16 units of alcohol per 
week. He had no significant past 
medical history or family history and 
took no medications. 

On examination, he was dyspnoeic on 
minimal exertion. His pulse was 
irregularly irregular and his blood 

nressure was 110/60 mmHa. He had a 
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pressure was 110/60 mmHg. He had a 
raised jugular venous pressure, 
displaced apex beat, gallop rhythm 
and peripheral oedema. There were 
bilateral chest crepitations to the mid¬ 
zones. His abdomen was soft and not 
distended, with smooth, non-tender 
hepatomegaly but no palpable spleen. 
Neurological examination was normal. 
It was also noted that he had an 
absence of body hair, testicular 
atrophy and greyish skin pigmentation 
in his axillae and groins. 


Investigations: 


Hb 

14 g/dl 

WCC 

8.0 x 10 9 /l 

PLT 

250x 10 9 /l 

Na + 

136 mmol/l 

K + 

3.8 mmol/l 

Creatinine 

120 pmol/l 

Urea 

5.2 mmol/l 

Ca 2+ 

2.20 mmol/l 
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Ca 2+ 

2.20 mmol/l 

Bilirubin 

14 (j mo I/I 

ALP 

90 u/l 

AST 

32 U/l 

GGT 

48 U/l 

Albumin 

38 g/l 

Cholesterol 

5.2 mmol/l 

Glucose 

(random) 

15.2 mmol/l 


Atrial fibrillation, 

ECG 

widespread T- 


wave inversion 


Cardiomegaly, 

CXR 

pulmonary 

oedema 

Urinalysis 

Glucose +++ 

Echocardiogram 

Globally dilated 
and hypokinetic 
heart, no valvular 


ions 
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Urinalysis 

Glucose +++ 


Echocardiogram 

Globally dilated 
and hypokinetic 
heart, no valvular 
lesions 


Which further investigation would be 
the most useful in confirming the 
diagnosis? 

A Genetic analysis 

B Coronary angiography 

C Magnetic resonance imaging 

(MRI) of the pituitary fossa 

D Thyroid function tests 

E 24 h ECG recording 
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A I Genetic analysis 


The combination of pituitary 
dysfunction, arthralgia, diabetes 
mellitus, hepatomegaly (and cirrhosis) 
with normal liver function tests and 
cardiomyopathy points strongly 
towards a diagnosis of hereditary 
haemochromatosis (also known as 
‘bronze diabetes’). This is an autosomal 
recessive disorder that is relatively 
common in Caucasians with 
approximately 1 in 300 people affected 
(homozygotes) and 10% of people 
carriers (heterozygotes). A genetic 
screen for the C282Y and H63D 
mutations exists. Haemochromatosis 
usually presents in men over the age of 
40 years, and is much less common in 
women, presumably due to menstrual 
blood loss. It is due to excessive iron 
absorption from the small intestine and 
its subsequent deposition in cells of 
the liver, heart, pancreas and pituitary 
gland resulting in tissue damage and 
organ failure. The clinical features are 
as above. The abnormal skin 
pigmentation is due to melanin 
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organ failure. The clinical features are 
as above. The abnormal skin 
pigmentation is due to melanin 
deposition, and the arthritis due to 
accumulation of calcium 
pyrophosphate in joints. If cirrhosis 
develops, there is an increased risk of 
hepatocellular carcinoma. The disease 
has an excellent prognosis if 
recognised and treated before 
complications develop. Diagnosis can 
be made by an elevated serum iron 
concentration, reduced total iron¬ 
binding capacity (TIBC) and increased 
transferrin saturation, although gene 
testing for haemochromatosis 
mutations is now also available and is 
the preferred way to confirm the 
diagnosis. Liver biopsy may also be 
considered to demonstrate the extent 
of tissue damage and allow 
measurement of the hepatic iron 
concentration. Treatment with regular 
venesection or chelation therapy with 
desferrioxamine can result in a normal 
life expectancy. 
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A 46-year-old Malaysian woman with 
hepatitis C-related liver cirrhosis is 
seen in clinic for her 6-monthly follow¬ 
up. Surveillance ultrasound shows two 
small focal lesions in the liver. Her 
alpha-fetoprotein (AFP) is 78 ng/ml 
(10-20). It was 30 ng/ml six months 
ago. Spiral computed tomography 
scan of the liver and thorax confirms 
two liver lesions, both measuring 2.5 
cm x 2.5 cm and no pulmonary lesions. 

What is the most definitive way to 
manage these two liver lesions? 


A Partial hepatic resection 

B Liver transplantation 

C Percutaneous ethanol 

injection of the lesions 

D Trans-catheter embolization 

of the lesiops 

E Intravenous interferon 
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A 46-year-old Malaysian woman with 
hepatitis C-related liver cirrhosis is 
seen in clinic for her 6-monthly follow¬ 
up. Surveillance ultrasound shows two 
small focal lesions in the liver. Her 
alpha-fetoprotein (AFP) is 78 ng/ml 
(10-20). It was 30 ng/ml six months 
ago. Spiral computed tomography 
scan of the liver and thorax confirms 
two liver lesions, both measuring 2.5 
cm x 2.5 cm and no pulmonary lesions. 

What is the most definitive way to 
manage these two liver lesions? 


Your answer was incorrect 



C Percutaneous ethanol 
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The only proven potentially curative 
therapy for hepatocellular carcinoma 
(HCC) remains surgical, either hepatic 
resection or liver transplantation. Liver 
transplantation should be considered 
in any patient with cirrhosis and a 
single small HCC (<5 cm) or up to 
three lesions (<3 cm). Hepatic 
resection should be considered as a 
primary therapy in any patient with 
HCC and non-cirrhotic liver. A rising 
alpha-fetoprotein indicative of a 
hepatoma and biopsy is not always 
necessary to avoid seeding of tumour. 


A I Partial hepatic resection 


This is not advised because of the 
potential to generate new areas of 
dysplasia within the remaining 
abnormal liver. 


C Percutaneous ethanol 

injection of the lesions 
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C Percutaneous ethanol 

injection of the lesions 

Percutaneous ethanol injection has 
been shown to produce necrosis of 
small HCC and is best suited for 
peripheral lesions. Given the two 
lesions here are small, liver 
transplantation if possible is the 
preferred intervention. 


D Trans-catheter embolization 

of the lesions 

Chemo-embolisation can produce 
tumour necrosis and has been shown 
to affect survival in highly selected 
patients with good liver reserve, 
although in this case it would only be 
considered if liver transplantation was 
not an option. 


E Intravenous interferon 


Systemic therapies including interferon 
have a poor response rate in the 
treatment of hepatocellular carcinoma 
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A 67-year-old Asian man presents with 
a 5-week history of generalised 
abdominal pain, nausea, weight loss 
and fever. He has also been having 
night sweats for a few weeks. He has 
no history of diarrhoea or recent travel. 
His past history includes a pulmonary 
embolus 15 years ago and an inguinal 
hernia repair. 

On examination, his temperature was 
38.6 °C, his pulse is 96/min and blood 
pressure is 120/60 mmHg. He has right 
upper quadrant tenderness but no 
palpable organomegaly. 


Investigations: 


Bilirubin 

9 pmol/l 

ALP 

91 U/l 

ALT 

56 U/l 

Albumin 

33 g/l 

INR 

1.1 

Hb 

13.4 g/dl 

WCC 

4.8 x 10 9 /l 
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Albumin 

33 g/l 

INR 

1.1 

Hb 

13.4 g/dl 

WCC 

4.8 x 10 9 /l 

Platelets 

96 x 10 9 /l 

CRP 

254 fjg/l 

Sodium 

134 mmol/l 

Potassium 

4.7 mmol/l 

Urea 

13 mmol/l 

Creatinine 

140 |jmol/l 

LDH 

4213 U/l (10- 
250) 

Blood culture 
(x3) 

Negative 


OGD: multiple polyps in stomach and 
mild duodenitis. Biopsy taken but the 
sample is lost. CT abdomen: thickened 
small bowel and peritoneum around 
the terminal ileum. 
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Blood culture 

(x3) 


Negative 


OGD: multiple polyps in stomach and 
mild duodenitis. Biopsy taken but the 
sample is lost. CT abdomen: thickened 
small bowel and peritoneum around 
the terminal ileum. 

Colonoscopy: no evidence of stricture. 

What is the most likely diagnosis? 


A Burkitt’s lymphoma 


B Tuberculosis 


C Crohn’s disease 


D Yersinia enterocolitis 


E Gardner syndrome 
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A 67-year-old Asian man presents with 
a 5-week history of generalised 
abdominal pain, nausea, weight loss 
and fever. He has also been having 
night sweats for a few weeks. He has 
no history of diarrhoea or recent travel. 
His past history includes a pulmonary 
embolus 15 years ago and an inguinal 
hernia repair. 

On examination, his temperature was 
38.6 °C, his pulse is 96/min and blood 
pressure is 120/60 mmHg. He has right 
upper quadrant tenderness but no 
palpable organomegaly. 


Investigations: 


Bilirubin 

9 pmol/l 

ALP 

91 U/l 

ALT 

56 U/l 

Albumin 

33 g/l 

1N R 

1.1 

Hb 

13.4 g/dl 

WCC 

4.8 x 10 9 /l 
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Urea 

13 mmol/l 

Creatinine 

140 pmol/l 

LDH 

4213 U/l (10- 
250) 

Blood culture 
(x3) 

Negative 


OGD: multiple polyps in stomach and 
mild duodenitis. Biopsy taken but the 
sample is lost. CT abdomen: thickened 
small bowel and peritoneum around 
the terminal ileum. 

Colonoscopy: no evidence of stricture. 

What is the most likely diagnosis? 


Your answer was incorrect 



B I Tuberculosis 


C Crohn’s disease 
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Burkitt’s lymphoma 


Burkitt's lymphoma (BL) comprises 
about 2% of all lymphomas. Patients 
with BL present with rapidly growing 
tumour masses and often have 
evidence of spontaneous tumor lysis, 
with very high lactate and uric acid 
evels. The tumour doubling time is 
very short (e.g. 25 h), and so can 
present over a short history, such as in 
our patient. In the endemic (African) 
variety, it often starts as tumours of 
the jaw or other facial bones. In non¬ 
endemic form, the lymphoma usually 
has an abdominal presentation with 
massive disease in the abdomen, 
where it forms a large tumour mass 
involving the distal ileum, stomach, 
caecum and other organs. It can also 
spread to the brain and spinal fluid. 
Ninety per cent of patients are male, 
and the average age is about 30. 
Treatment involves short-duration 
combination chemotherapy ± 
rituximab. Two-year survival rates are 
80-90%. 
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1 B 

| Tuberculosis | 


In an Asian with night sweats, fever 
and weight loss, tuberculosis should 
always be considered and could 
present similarly to our case. However, 
the short history, multiple lesions and 
the grossly elevated lactate 
dehydrogenase (LDH) levels are more 
consistent with a diagnosis of 
lymphoma. 


C Crohn’s disease 

Thickening of the terminal ileum also 
occurs in Crohn’s disease; however, the 
absence of chronic diarrhoea and the 
finding of very high lactate make 
Crohn’s a less likely diagnosis in this 
case. 


D Yersinia enterocolitis 

Yersinia can cause abdominal pain, 
fever and a diffuse ulcerating ileitis. 
However, there is usually a history of 
diarrhoea, which is absent in this case. 
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A 54-year-oid nurse nas naa recurrent 
admissions for intermittent upper 
abdominal pain, especially after eating 
fatty food, for the last four years. She 
has been extensively investigated with 
an upper gastrointestinal endoscopy 
and an ultrasound scan of the biliary 
tree, both of which are normal. She 
underwent a magnetic resonance 
cholangiopancreatogram (MRCP), 
which was normal, and is currently 
awaiting an endoscopic retrograde 
cholangiopancreatogram (ERCP). She 
is a teetotaller. She has a history of 
depression and takes the oral 
contraceptive pill. 


She has normal serum 
immunoglobulins levels and her liver 
function tests are as below: 


Bilirubin 

14 |jmol/l 

ALT 

40 U/l (5-35) 

ALP 

156 U/l (30-150) 

Amylase 

100 U/l (60-180) 


What is the most likely diagnosis? 
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immunoglobulins levels and her liver 
function tests are as below: 

Bilirubin 

14 |jmol/l 

ALT 

40 U/l (5-35) 

ALP 

156 U/l (30-150) 

Amylase 

100 U/l (60-180) 


What is the most likely diagnosis? 


A Recurrent pancreatitis 

B Acute acalculous cholecystitis 

C Primary biliary cirrhosis (PBC) 

D Sphincter of Oddi dysmotility 

E Munchausen syndrome 











■ 


110:23 



Question 5 of 18 


A 34-year-old nurse has had recurrent 
admissions for intermittent upper 
abdominal pain, especially after eating 
fatty food, for the last four years. She 
has been extensively investigated with 
an upper gastrointestinal endoscopy 
and an ultrasound scan of the biliary 
tree, both of which are normal. She 
underwent a magnetic resonance 
cholangiopancreatogram (MRCP), 
which was normal, and is currently 
awaiting an endoscopic retrograde 
cholangiopancreatogram (ERCP). She 
is a teetotaller. She has a history of 
depression and takes the oral 
contraceptive pill. 

She has normal serum 
immunoglobulins levels and her liver 
function tests are as below: 


Bilirubin 

ALT 

ALP 

14 |jmol/l 

40 U/l (5-35) 

156 U/l (30-150) 

Amylase 

100 U/l (60-180) 
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Sphincter of Oddi dysmotility | 


Sphincter of Oddi dysmotility (SOD) 
can cause back-up of bile and 
pancreatic juices, which can result in 
biliary colic. More prolonged 
obstruction may result in bile leaking 
back into the bloodstream, which can 
cause transient abnormal liver 
biochemistry. SOD most commonly 
occurs in young females, especially 
those who have previously undergone 
cholecystectomy. At endoscopic 
retrograde cholangiopancreatogram 
(ERCP), delayed drainage of contrast 
is seen and SOD manometry can 
confirm the diagnosis. There is usually 
a high resting pressure with marked 
phasic contractions and often some 
retrograde peristalsis. Endoscopic 
sphincterotomy or balloon 
sphincteroplasty often relieves this 
condition. 


E I Munchausen syndrome 


Although there is a history of 
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Although there is a history of 
depression, Munchausen should only 
realistically be considered once other 
potential organic diagnoses have been 
ruled out. 


A Recurrent pancreatitis 

The rather benign presentation without 
a formal diagnosis of pancreatitis 
makes this a very unlikely diagnosis. 
The amylase checked between attacks 
is not, however, predictive of future 
episodes of pancreatitis. 


B Acute acalculous cholecystitis 

This is very unlikely given an 
unremarkable ultrasound and MRCP. At 
least some thickening of the gall 
bladder wall consistent with chronic 
inflammation would be expected. 


C Primary biliary cirrhosis (PBC) 


The primary presentation of primary 
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A 51-year-old Chinese man presents to you with hepatitis B. He is teetotal. 
Investigations: 

Hepatitis B surface Antigen + 

Hepatitis B e Antigen 

HBV DNA level 500,000 coptes/ml 

Alanine aminotransferase (ALT) 96 U/l (5-35) 

Liver biopsy Moderate hepatitis with bridging fibrosis 

Which of the following is the most appropriate management? 

A Close monitoring of liver function test 
B Repeat biopsy in 2 years 
C Start pegylated interferon 

D Start pegylated interferon and ribavirin 
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The patient has eAg-negative chronic hepatitis B. The eAg negativity indicates there is not 
active viral replication, but the raised ALT and high viral tires indicate chronic active 
infection, which is confirmed on biopsy and therefore necessitates treatment. NICE 
guidelines now recommend treatment in patients who meet the following criteria: 

* Adults >30 years with HBV DNA >2000 lU/ml and abnormal ALT (>30 lU/ml in males 
and >19 lU/ml in females) on 2 consecutive tests, 3 months apart. 

* Adults <30 years with HBV DNA >2000 lU/ml and abnormal ALT (>30 lU/ml in males 
and >19 lU/ml in females) on 2 consecutive tests, 3 months apart if there is evidence of 
necro-inflammation or fibrosis on liver biopsy or transient elastography score >6 kPa. 

* Adults who have HBV DNA >20,000 lU/ml and abnormal ALT (>30 lU/ml in males and k 

>19 lU/ml in females) on 2 consecutive tests conducted 3 months apart regardless of 

age or the extent of liver disease. 

* Patients without a liver biopsy to adults with a transient elastography score >11 kPa. 


NICE recommends first-line treatment with Peginterferon alfa-2a in patients with 
compensated liver disease for 48 weeks. Entecavir and tenofovir are offered as second-line 
treatments where PEG-interferon therapy has failed or is not tolerated. 
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E 

Start lamivudine 



Lamivudine is only indicated as an adjunct in patients who are Hepatitis B e-Antigen positive 
and compensated liver disease and despite 96 weeks of tenofevir stifl have detectable 
Hepatitis B DNA or in patients who are likely to be immunocompromised for 6 months with 
Hepatitis B DNA < 2000 lU/ml. See NICE guidance for further details. 


A Close monitoring of liver function test 

The patient has chronic hepatitis B with histological evidence of early cirrhosis, making 
treatment an imperative to avoid progression to further fibrosis and to reduce hepatocellular 
carcinoma risk. 

B Repeat biopsy in 2 years 

Having established that the patient has early cirrhosis, it is clear that he requires treatment. 
Indications for a further biopsy would be in the case of suspected HCC or a failure to 
respond to treatment and thus to exclude an alternative diagnosis. Transient elastography 
(hbroscan) as an assessment of liver stiffness and surrogate marker of cirrhosis has reduced 
the number of biopsies performed prior to commencing antivirals. 


D Start pegylated interferon and ribavirin 

This is offered as first-line therapy for patients with hepatitis C. However. ffltCE has recently 
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A 40-year-old business executive presents with weight loss of 4 kg over 3 months, and 
diarrhoea with bulky, pale stools. He has previously been well other than occasional bouts of 
indigestion that have forced him to stay in bed for a couple of days at a time. 

He takes no medication: he smokes the occasional cigar and drinks 3-4 double whiskies per 
day as well as the occasional bottle of champagne. 

Investigations: 

Hb 10.0 g/dl (13.0-18.0) 

WCC 6.0 x lo 9 /l (4.0-11.0) 

PLT 300 x 10 9 /! (150-400 

MCV 110 f! (80-96) 

Urea and electrolytes Normal 
ALT 40 U/l (5-35) 

ALP 120 U/l 

GGT 200 U/l (< 50) 

Bilirubin 27 pmol/! 

Bi 2 120 ng/l (160-760) 




PT 


14 s (11.5-15.5) 
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PT 14 s (11.5-15.5) 

Serum folate 1.5 pg/l (2.0-11.0) 

Faecal elastase 100 pg/g (> 200) 

Which is the best investigation to help you make the diagnosis? 



CT abdomen 


B Endoscopic retrograde cholangiopancreatography (ERCP) 

C Abdominal ultrasound 


D Magnetic resonance cholangiopancreatography (MRCP) 


E Colonoscopy 
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A I CT abdomen 


Chronic pancreatitis has an incidence of 8.2 new cases/100, 000/year, with a prevalence of 
26.4 cases/100 000 population in the UK; 10-40% of cases are idiopathic Alcohol (60-90%) 
and cystic fibrosis tra ns membrane conductance regulator (CFTR) mutations are the most 
frequent causes in adults and children, respectively. Hypertriglyceridaemia. autoimmune 
pancreatitis (e.g. associated with primary sclerosing cholangitis) and surgery are also related 
causes. Hereditary pancreatitis (autosomal dominant) and pancreas divisum (congenital 
pancreatic abnormality of fusion), hyperparathyroidism and uraemia are rare causes. 
Gallstones (more commonly associated with recurrent acute pancreatitis) may be a 
contributing cause in -20-25% of cases. 

Faecal elastase is a sensitive marker of pancreatic insufficiency and, given the history of 
excessive alcohol intake and episodic abdominal pain, a diagnosis of chronic pancreatitis is 
likely. CT abdomen would be the most sensitive investigation for detecting chronic 
pancreatitis, with the typical appearance of a granular, calcified pancreas seen on imaging. 
Therefore. Option A is the best answer. An abdominal CT would also help to rule out more 
sinister causes for this gentleman's weight loss, such as malignancy. 

B Endoscopic retrograde cholangiopancreatography (ERCP) 

This is no longer used as a diagnostic test and carries a 5% risk of pancreatitis. 
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A 25-year-oid postman is admitted to hospital A/ith severe central abdominal pain. He admits 
to several previous episodes. He has never visited a doctor before and takes no prescription 
medication. He does not drink in the week but often drinks 10-12 doubie whiskies on a Friday 
and Saturday night. He does not smoke but takes occasional ecstasy tablets. 

On examination he is in pain, sweaty and pale with a pulse rate of 110 beats/m n. Abdomina 
examination reveals peri-umbilical tenderness with guarding but no rebound, and scanty 
bowel sounds. 

nvestigations: 


Hb 

14.0 g/dl 

WCC 

16.0 x io 9 /l 

PLT 

450 x 10 9 /I 

Na* 

140mmol/l 

K + 

5.0 mmol/l 

Creatinine 

140 pmol/l 

Urea 

9.0 mmol/l 

Glucose 

8.0 mmol/l 

CRP 

160 mg/I 
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pa(0 2 ) 8.0 kPa 

pa(C0 2 ) 4.5 kPa 
pH 7.35 

What is the next step in this patient’s management? 


Your answer was incorrect 

A 

Intravenous antibiotics 


B 

Intravenous fluids 


C 

Total parenteral nutrition (TPN) 


D 

Nasogastric feeding 



E Keep nil by mouth 




Explanation 
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The history and examination findings are classical for acute ethanol-associated pancreatitis. 
This is confirmed biochemically by a raised amylase, although serum lipase is a better marker 
if available. 


The elevated C-reactive protein, lactate dehydrogenase and blood glucose, along with :he 
relative hypoxia, are all poor prognostic features suggesting a severe attack. Intravenous 
fluids is the correct answer as aggressive hydration is required in these patients particular in 
the first 24-48 h of admission. The American College of Gastroenterology guidelines on 
pancreatitis suggest 250-500 ml/h of isotonic crystalloid solution in all patients, unless 
cardiovascular and/or renal comorbidites exist 


D Nasogastric feeding 


Nasogastric feeding may be suitable if the patient is vomiting and not tolerating oral intake, 
but this would not be the next step. 

& 

A Intravenous antibiotics 



The guidelines provided by the British Society of Gastroenterology (BSG) suggest that there 
is no good evidence to support the use of antibiotics in this setting as studies have been 
contradictory and antibiotics are unlikely to be affect outcome in patients not exhibiting 
extensive pancreatic necrosis. 
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extensive pancreatic necrosis. 


C Total parenteral nutrition (TPN) 

Nutrition should always favour the enteral route where possible, and therefore total 
parenteral nutrition is incorrect. 


E Keep nil by mouth 

The BSG guidelines do recommend feeding in acute pancreatitis, so keeping the patient nil 
by mouth is incorrect; besides, there is no indication that this patient requires any form of 
surgery as the next step in their management. 


Rate this question 
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A 45-year-old Chinese man is admitted to hospital with abdominal swelling. During his 
admission, his liver function tests are discovered to be abnormal and he has an abdominal 
ultrasound scan that shows ascites, a small irregular liver and a large spleen. 

A thorough history reveals that his mother had hepatitis B (HB) and died of liver cancer. 

Investigations: 

Albumin 30 g/l (37-49) 

Bilirubin 35 pmol/l (1-22) 

HBcAb + 

HBeAg 

HBSAg + 

HBV DNA 500 000 III 

Liver transaminase (AST) 152 U/l (1-31) 

Plasma thromboplastin (PT) 17 s (11,5-15.5) 

What immediate treatment is indicated for this man’s hepatitis B? 



icated 
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HBSAg 


HBV DNA 


Liver transaminase (AST) 
Plasma thromboplastin (PT) 


500 000 IU 
152 U/l (1-31) 
17 s (11.5-15.5) 


What immediate treatment is indicated for this man’s hepatitis B? 


A No treatment is indicated 


B Interferon 


C Interferon and ribavirin 



Tenofovir 


E Liver transplantation 
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Tenofovir 


This gentleman has chronic hepatitis B, most probably acquired by vertical transmission. The 
absence of E antigen in the presence of HBV virus in the biood shows that he has a pre-core 
mutant form of the virus. The irregular, shrunken liver and enlarged spleen suggest the 
development of cirrhosis. 

The appearance of ascites in a patient with cirrhosis indicates decompensation of their liver 
disease, in this situation active hepatitis B (i.e. any detectable DNA in biood) requires 
treatment by viral suppression. 

Tenofovir is an effective anti-viral agent for suppression of hepatitis B virus, and whilst it is 
second line to interferon in the NICE guidance for compensated liver disease, in this case 
with hepatic decompensation, it is a reasonable first choice. 


A No treatment is indicated 


This patient has active hepatitis B. as evidenced by his elevated viral DNA, and therefore 
requires direct treatment. 


0 


B 


Interferon 


R 


nterferon is indicated for the treatment of chronic hepatitis B in E antigen-positive patients, 
int k r itefcjUMa 3 1 1 e nt-g w jth decompensated liver disease. Tenofovir and entecavir 

an treatment. a 


Part 1 's screen 















Interferon is indicated for the treatment of chronic hepatitis B in E antigen-positive patients, 
but is contraindicated in patients with decompensated liver disease. Tenofovir and entecavir 
are alternatives to interferon treatment. 

C Interferon and ribavirin 

Ribavirin is ineffective against HBV and is only used in combination with interferon in the 
treatment of hepatitis C. 


E Liver transplantation 

Liver transplantation is effective in end-stage liver disease caused oy hepatitis B. but 
adequate viral suppression is the initial treatment of choice pending assessment of 
suitability for transplantation. 


b 

Rate this question: 
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A 45-year-old woman with known rheumatoid arthritis complains of generalised pruritis 

On examination, she is mildly jaundiced and has periorbital xanthelasmata. Abdominal 
palpation reveals hepatomegaly 2 cm below the right costa! margin. She has no 
lymphadenopathy. 

nvestigations: 



Haemoglobin (Hb) 


112 g/l 


Mean corpuscular volume (MCV) 


89 f! 


White cell count (WCC) 
Platelets 


4.6 ^ 1071 
310 x 1071 


Erythrocyte sedimentation rate (ESR) 34 mm/h 


Albumin 




30 g/l 


Bilirubin 


30 pmol/l 


Alkaline phosphatase (ALP) 


260 U/l 


Which of the following tests would be most useful? 


MRCP Part 1's screen 
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Erythrocyte sedimentation rate (ESR) 34 mm/h 
Albumin 30 g/l 

Bilirubin 30 pmol/l 

Alkaline phosphatase (ALP) 260 U/l 

Which of the following tests would be most useful? 

A M 2 subtype anti-mitochondrial antibody 

B Anti-smooth muscle antibody 

C Hepatitis serology 
D Ms subtype anti-mitochondrial antibody 
E Serum electrophoresis 
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A V M 2 subtype anti-mitochondrial antibody 


Primary biliary cirrhosis is a slowly progressive inflammation and destruction of the 
intrahepatic ducts leading to eventual cirrhosis. The cause is unknown but it is thought to be 
an autoimmune disease, and there is a strong association with other autoimmune conditions 
such as rheumatoid arthritis, Sjogren syndrome and CREST syndrome. Most patients are 
diagnosed between the ages of 40 and 70 years, and 90% of patients are female. 


B Anti-smooth muscle antibody 


Autoimmune hepatitis is a chronic hepatitis characterised by immunologic and auto- 
immunologic features, generally including the presence of circulating auto-antibodies and a 
high total serum gamma globulin, usually confined to the IgG fraction. The main circulating 
auto-antibodies, although not specific for the disease, are antinuclear antibodies (ANA) and 
anti-smooth muscle antibodies (ASMA) in type 1 disease and. in type 2 autoimmune 
hepatitis, anti-liver-kidney microsome-1 antibodies (ALKM-1) and anti-h /er cytosol antibody-1 
(ALC-1). In this case, it is primary biliary cirrhosis that we are wanting to diagnose so anti¬ 
smooth muscle antibody is not particularly useful. 

C Hepatitis serology 
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Hepatitis serology is negative in primary biliary cirrhosis and there is no association. 


D M 5 subtype anti-mitochondrial antibody 

Anti-mitochondria! antibodies are found in over 90% of patients, the M 2 subtype being 
specific. Therefore M 5 is not the most specific for primary biliary cirrhosis, 


E Serum electrophoresis 

Serum electrophoresis is abnormal in disorders such as multiple myeloma, but not in primary 
biliary cirrhosis. 


Rate this question 
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CT abdomen Normal 

Urinary porphobilinogen 300 pmol//dl (0-18) 

Faecal porphyrins Normal (co-proporphyrins and protoporphyrins) 

Plasma porphyrins Markedly increased 

What is the most likely diagnosis? 

A Acute intermittent porphyria 
B Variegate porphyria 
C Hereditary co-proporphyria 
D Porphyria cutanea tarda 


E Lead poisoning 
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A 22-year-old woman is admitted to hospital with severe abdominal pain, nausea and 
vomiting. She undergoes emergency laparotomy, which is normal. 

On further questioning, she reveals a family history of an aunt who has a light-sensitive rash 
and a diagnosis of porphyria. 

On examination, she is hypertensive, with generalised rebound tenderness. She responds to 
analgesia and once she is stabilised a porphyrin screen is sent. 

Investigations; 

Sodium 125 mmol/l 

Potassium 4.0 mmol/l 

Glucose 5.0 mmol/l 

FBC Normal 

CT abdomen Normal 

Urinary porphobilinogen 300 pmol//dl (0-18) 

Faecal porphyrins Normal (co-proporphyrins and protoporphyrins) 

Plasma porphyrins Markedly increased 


Difficulty: Difficult 


Peer Responses % 
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Session Progress 


Responses Correct: 4 

Responses Incorrect: 7 

Responses Total: 11 

Responses - % Correct: 36% 
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Attacks of acute porpnyria are often mistaken for surgical abdomens. Family histories may 


be misleading, as porphyria may be misdiagnosed or may not be manifest in other family 
members. Acute intermittent porphyria is correct as it fits the dinica! symptoms of 
gastrointestinal upset with abdominal pain and cramp with nausea and vomiting. Urinary 
porphyrins are raised in all three acute porphyrias (acute intermittent porphyria, hereditary 
co-proporpyria and variegate porphyria), so these can often be impossible to distinguish 
clinically. Faecal porphyrins can be useful to differentiate the conditions, because they are 
elevated in coproporphyria and variegate porphyria. 




Variegate porphyria is an autosomal dominant disease caused by a mutation of 
protopoi phyrinogen oxide. It is characterised by symptoms of neurovisceral crises similar to 
those in a patient with AIR but is also associated with a classic photosensitive skin disorder 
which this patient did not have. 

C Flereditary co-proporphyria 

Similarly, hereditary co-proporphyria is also incorrect as it is associated with a blistering skin 
rash, particularly in sun-exposed areas. 
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A 34-year-oid man undergoes colonoscopy for weight loss and episodic diarrhoea. He has 
no past medical history but is unable to give a family history as he was adopted at birth. 

Examination reveals multiple lesions within the oral cavity which have previously been 
diagnosed as oral papillomas by a dermatologist, and a diffuse swelling in the anterior neck. 

At colonoscopy it is noted that he has multiple small polyps scattered throughout the colon, 
and several of these are removed for routine histological analysis. 


Calculator 


Normal Values 


nvestigations: 


Bilirubin 


AST 


ALT 


Albumin 


Haemoglobin (Hb) 
White cell count (WCC) 


Platelets 


10 pmol/l (1-22) 
16 u/l! (1-31) 

21 u/l (5-35) 

40 g/l (37-49) 
11.5 g//dl 
10 x 10 9 /I 
300 x 10 9 /l 




Thyroid-stimulating hormone (TSH) 0.2 mu/i 
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Investigations: 


Bilirubin 

10 umol/l (1-22) 

AST 

16 u/l (1-31) 

ALT 

21 u/l (5-35) 

Albumin 

40 g/l (37-49) 

Haemoglobin (Hb) 

11.5 g//dl 

White cell count (WCC) 

10 x 10 9 /l 

Platelets 

300 x 10 9 /i 

Thyroid-stimulating hormone (TSH) 

0.2 mu/I 

Free thyroxine 

30 pmol/l 


Histology of colonic polyp: 

Hamartomatous polyp with dilated mucus-filled glands and plasms and lymphocytic 
infiltration of the lamina propria. 

What is the most likely diagnosis in this case? 

A Familial adenomatous polyposis 
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Free thyroxine 


30 pmol/l 


Histology of colonic polyp: 

Hamartomatous polyp with dilated mucus-filled glands and olasma and lymphocytic 
infiltration of the lamina propria. 

What is the most likely diagnosis in this case? 


A Familial adenomatous polyposis 


B Familial juvenile polyposis 


C Peutz-Jeghers syndrome 


D Multiple endocrine neoplasia syndrome type 2 B (MEN2B) 




E Cowden syndrome 
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Cowden syndrome 


The finding of multiple hamartomatous polyps in the gastrointestinal (Gl) tract suggests the 
presence of one of the hamartomatous polyposis syndromes. These include familial juvenile 
polyposis, Cowden syndrome, Peutz-Jeghers syndrome, neurofibromatosis type one and 
multiple endocrine neoplasia syndrome type 2, all of which can give rise to hamartomatous 
polyps in the Gl tract. These syndromes are distinct from the more common adenomatous 
syndromes such as HNPCC (hereditary non-polyposis colon cancer) and familial 
adenomatous polyposis. 


Cowden syndrome is an inherited condition resulting from a defect in the PTEN tumour 
suppressor gene. Hamartomatous polyps of the G! tract are often the first manifestation, 
along with characteristic mucocutaneous lesions such as oral mucosal papillomas, 
palmoplantar keratoses and trichilemmomas (benign tumours of hair follicles), it is important 
to diagnose the syndrome early because of the high risk of malignancy, particularly of the 
breast and thyroid. Thyroid dysfunction is common even in the absence of cancer. 


A Familial adenomatous polyposis 


Familial adenomatosis polyposis (FAP) is associated with hundreds to thousands of colonic 
adenomas. This can cause rectal bleeding and anaemia, and can progress to malignancy. 
Serial monitoring with colonoscopy is needed. 


B Familial juvenile polyposis 
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A 34-year-old man undergoes colonoscopy for weight loss and episodic diarrhoea. He has 
no past medical history but is unable to give a family history as he was adopted at birth. 


Difficulty: Difficult 


Examination reveals multiple lesions within the oral cavity which have previously been 
diagnosed as oral papillomas by a dermatologist, and a diffuse swelling in the anterior neck. 

At colonoscopy it is noted that he has multiple small polyps scattered throughout the colon 

and several of these are removed for routine histological analysis. 

investigations: 


Bilirubin 

AST 

ALT 

Albumin 

Haemoglobin (Hb) 
White cell count (WCC) 


10 umol/l (1-22) 
16 u/J (1-31) 

21 u/l (5-35) 

40 g/l (37-49) 
11.5 g//dl 
10 x io 9 /l 


Platelets 



Audio 


300 x 10 9 /l 



Peer Responses % 

A 

B 

C 

D 
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Cowden syndrome 


The f nding of multiple hamartomarous polyps in the gastrointestinal (Gl) tract suggests the 
presence of one of the hamartomatous polyposis syndromes. These include famihai juvenile 
polyposis. Cowden syndrome, Peutz-Jeghers syndrome, neurofibromatosis type one and 
multiple endocrine neoplasia syndrome type 2, all of which can give rise to hamartomatous 
polyps m the Gl tract. These syndromes are distinct from the more common adenomatous 
syndromes such as HNPCC (hereditary non-polyposis colon cancer) and familial 
adenomatous polyposis. 


Cowden syndrome is an inherited condition resulting from a defect in the PTEN tumour 
suppressor gene. Hamartomatous polyps of the Gl tract are often the first manifestation, 
along with characteristic mucocutaneous lesions such as oral mucosal papillomas, 
paimoplantar keratoses and trichilemmomas (benign tumours of hair follicles). Ittjs important 
to diagnose the syndrome early because of the high risk of malignancy, particularly of the 
breast and thyroid. Thyroid dysfunction is common even in the absence of cancer, 


A Familial adenomatous polyposis 


Familial adenomatosis polyposis (FAP) is associated with hundreds to thousands of colonic 
adenomas. This can cause rectal bleeding and anaemia, and can progress to malignancy. 
Serial monitoring with colonoscopy is needed. 
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Familial juvenile polyposis 
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A Familial adenomatous polyposis 


Familial adenomatosis polyposis (FAP) is associated with hundreds to thousands of colonic 
adenomas. This can cause rectal bleeding and anaemia and can progress to malignancy. 
Serial monitoring with colonoscopy is needed. 


B Familial juvenile polyposis 

Familial juvenile polyposis also results in multiple polyps in the colon identical to those found 
in Cowden syndrome, but the associated oral lesions are absent. 


C Peutz-Jeghers syndrome 

Peutz-Jeghers syndrome results in polyps with a classical histological appearance of smooth 
muscle arborisation', and it is unusual to find cases in young adults without the 
characteristic peristomal hyperpigmentation, ^ 

D Multiple endocrine neoplasia syndrome type 2 B (MEN2B) 

Intestinal polyps found in MEN2B are readily identified histologically as ganglioneuromas, 
and are usually asymptomatic. MEN2B is associated with medullary ceil thyroid cancer. 


Rate this question: 
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A 21-year-old man comes to the Accident and Emergency Department with right upper 
quadrant pain, nausea and fever. He has recently returned from his gap year in Argentina, 
where he worked on a cattle ranch. He has always been fit and well, smokes 20 
cigarettes/day and drinks the occasional pint in the evening. 

On examination, he looks well but has a temperature of 381 -C. He is tender over the right 
upper quadrant. Ultrasound shows a unilocular, unechoic, 6 cm cystic lesion with double-line 
sign in the right lobe of his liver. Serology for Echinoccus granulosus returns as positive 
(1:160), and you diagnose the patient with hydatid liver disease. 

What is the best management of this patient? 


Refer for consideration of liver transplant 


& 


Surgical resection alone 


Intravenous mebendazole 


Treat the patient symptomatically for fever 


P Part 1 's screen 
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cigarettes/day and drinks the occasional pint in the evening. 

On examination he looks well but has a temperature of 38.1 S C. He is tender over the right 
upper quadrant. Ultrasound shows a unilocular, unechoic, 6 cm cystic lesion with double-! 
sign in the right lobe of his liver. Serology for Echinoccus granulosus returns as positive 
(1:160). and you diagnose the patient with hydatid liver disease. 

What is the best management of this patient? 


B 


D 


Your answer was incorrect 


0 10 20 30 40 50 60 70 


A Refer for consideration of liver transplant 


B Surgical resection alone 


intravenous mebendazole 


Session Progress 


Responses Correct: 


Responses Incorrect: 

h 

Responses Total: 


Responses - % Correct: 


8 


13 


38 % 


D Treat the patient symptomatically for fever 


Percutaneous aspiration (‘PAIR’ technique) with adjunctive albendazole 
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Percutaneous aspiration (‘PAIR’ technique) with adjunctive albendazole 


Hydatid liver disease is caused by the tapeworm Echinococcus granulosis, and ts uncommon 
in Europe and the United States but common in certain regions such as the Middle East and 
South America, and in sheep-rearing areas such as Australia. Transmission is via the faeco- 
oral route from food contaminated with infected dog faeces. The eggs penetrate the 
intestinal wall and move to the liver through the portal system. The liver acts as a filter and is 
the most common site of disease (-65% of cases). Most individuals are asymptomatic. 
Pressure from the cyst may lead to hepatomegaly and right upper quadrant pain. Cysts can 
also cause obstructive jaundice, cholangitis and pyrexia of unknown origin. Diagnosis is with 
Echinococcus ELISA, ultrasound, and CT showing characteristic daughter cysts. 

Management options include observation, drug therapy with albendazole, percutaneous 
aspiration via the PAIR' (puncture, aspiration, injection, re-aspiration) technique, surgical 
resection or a combination of approaches. For a single cyst of >5 cm, and with the 
ultrasonographic features described in this case, the WHO recommendation for treatment is: 
percutaneous aspiration using the PAIR' procedure, with adjunctive albendazole (4-30 days 
preoperatively, and 30 days postprocedure). For the WHO ultrasound-based classification of 
cystic echinococcosis and treatment stratified by cyst stage, see: international classification 
of ultrasound images in cystic echinococcosis for application in clinical and field 
epidemiological settings (2003). Acta Trop 85: 253-261. pmid:12606104. 
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ntravenous mebendazole 


Mebendazole was formerly used in the treatment of hydatid cysts, but this has been 
surpassed by albendazole, which has demonstrated superior efficacy and is administered 
orally. Mebendazole is used only in the absence of albendazole. 


A Refer for consideration of liver transplant 

The finding of a single hydatid cyst is not an indication for referral for liver transplant, and 
there are medical, percutaneous and surgical therapies available for treatment. 


B Surgical resection alone 

Surgery is the treatment of choice for management of complicated cysts or cysts with many 
daughter cysts that are not suitable for percutaneous management. However, surgery is 
rarely carried out without adjunctive drug therapy as there is a risk of secondary 
echinococcosis from seeding of proto-scol ces in the abdominal cavity in the event of fluid 
spillage. Albendazole is generally administered beginning one week prior to surgery and is 
continued for at least four weeks postoperatively. 




D Treat the patient symptomatically for fever 




art 1 's screen 


n the basis of the WHO ultrasound-based cyst classification into 
Inactive'. The ultrasonographic appearance c ' thedcyst in this 




















!;.,n © 



—- 


> 7:01 



Question 14 of 18 


A 39-year-old businesswoman 
underwent a routine medical for health 
insurance purposes. She is normally fit 
and well and denies any medical 
problems. She is a non-smoker and 
consumes about 10-15 glasses of wine 
per week at work functions. She is on 
no medications. 

On examination, her blood pressure is 
122/82 mmHg, pulse is 71/min and 
regular and BMI is 27. Routine 
laboratory tests showed some 
abnormalities of her liver function, with 
raised aspartate aminotransferase 
(AST) and alanine aminotransferase 
(ALT), hypertriglyceridaemia and 
hypercholesterolaemia. Her fasting 
glucose is 6.0 mmol/l. 

Which of the following is the most 
important intervention? 


A Alcohol cessation 


B Metformin 
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On examination, her blood pressure is 
122/82 rmrmHg, pulse is 71/m in and 
regular and BMI is 27. Routine 
laboratory tests showed some 
abnormalities of her liver function, with 
raised aspartate aminotransferase 
(AST) and alanine aminotransferase 
(ALT), hypertriglyceridaemia and 
hypercholesterolaemia. Her fasting 
glucose is 6.0 mmol/l. 

Which of the following is the most 
important intervention? 

A 

Alcohol cessation 


B 

Metformin 


C 

Pioglitazone 


D 

Simvastatin 


E 

Weight loss 
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A I Alcohol cessation 


Alcoholic fatty liver (simple steatosis) 
is an early and reversible consequence 
of excessive alcohol consumption and, 
with complete abstinence, the 
histological changes seen in the liver 
can return to normal within 2-4 weeks. 
Lower doses of alcohol are required to 
develop more severe alcoholic liver 
disease in women than in men - this 
condition also develops more quickly 
in the female sex. Simple steatosis is 
usually asymptomatic, but a thorough 
history is required to determine the 
role of alcohol in the abnormal 
biochemical profile of the patient. 
Special emphasis should be placed on 
determining the amount of alcohol 
consumed as well as the patient’s 
occupation, since some occupations 
lend themselves to ‘silent’ drinking 
more than others. Liver function tests 
are deranged with an increase in the 
aminotransferase levels, but although 
gamma glutamyl transpeptidase (GGT) 
may be elevated in relation to alcohol 
use, it is neither specific nor sensitive. 
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may be elevated in relation to alcohol 
use, it is neither specific nor sensitive. 
Abstinence and an adequate diet are 
the mainstays of treatment in simple 
steatosis. 


E I Weight loss 


Weight loss is the intervention of 
choice for non-alcoholic steatic 
hepatitis (NASH); in this case, alcohol 
cessation would have the greatest 
impact on outcomes. 


B Metformin 

Metformin has a very limited effect on 
steatosis, although it can delay any 
worsening in glucose tolerance. As 
such, it is not the optimal choice here. 


C Pioglitazone 

Pioglitazone does reduce hepatic fat in 
patients with non-alcoholic 
steatohepatitis, but it has not been 
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Question 15 of 18 


A 27-year-old office worker presents 
with a 3-year history of epigastric pain, 
especially 30 min after eating. This is 
associated with nausea and belching. 
She also describes constipation with 
occasional explosive diarrhoea. The 
stools are normally hard with mucus 
and she needs to strain with every 
motion. 

Abdominal pain is relieved after 
defecation but abdominal bloating 
persists. She wakes up an hour earlier 
each morning to finish her breakfast in 
order to prevent vomiting. She has 
missed work on a few occasions and 
feels that her weight has fluctuated. 

Past medical history includes scarlet 
fever. She is not on any regular 
medications except intermittent 
laxatives over the counter. Abdominal 
examination is normal. Rectal 
examination reveals an anal fissure. 

Investigation results: 


Haemoglobin 

13.1 g/dl 

White blood count 

6.0 x 

_Lir>9 /i_!_ 

A 

o 
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White blood count 

D.U X 

10 9 /l 

Platelets 

180 x 

10 9 /l 

Mean ce 1 volume 

87 fL 

International normalised 

1.0 

ratio 


ESR 

1.1 mm/1 st 
hour 

Na + 

136 

mmol/I 

K + 

3.9 

mmol/I 

Urea 

3.7 

mmol/l 

Creatinine 

70 

|jmol/l 

Albumin 

39 g/L 

Liver function test 

normal 

Anti-endomysial antibody 

negative 


Thyroid function test 

0 o 


normal 
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Thyroid function test 

normal 

i 

Gastroscopy 

normal 


Flexible sigmoidoscopy 
and biopsy 

normal 

Abdominal and pelvic 
ultrasound scan 

normal 




What is the most likely diagnosis to 
account for her symptoms? 

A Overlap irritable bowel 

syndrome and functional 
dyspepsia 

B Diarrhoea pre-dominant 

irritable bowel syndrome 

C Sphincter of Oddi dysfunction 

D Malabsorption sydrome and 

non-ulcer dyspepsia 

E Globus hystericus 
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A 29-year-old man from Uzbekistan is 
seen in the Accident and Emergency 
Department with a 4-day history of 
abdominal pain, which is now 
generalised and severe. It had come on 
gradually over the last few days and he 
also noticed his abdomen was swelling 
up. 

Of note, in the last few months he had 
developed some oral ulceration for 
which his GP had given him some local 
anaesthetic preparation, which seemed 
to help, and uveitis for which his GP 
prescribed some eye drops. His father 
died suddenly of a myocardial 
infarction when he was 39. He smokes 
20 cigarettes/day and drinks half a 
bottle of wine every evening. He also 
hesitantly tells you that he had a lesion 
on his scrotum. 

On examination, he was jaundiced and 
had a distended abdomen, which was 
positive for shifting dullness. He had a 
10 cm tender liver edge below the right 
costal margin and a 4 cm spleen below 
the left costal margin. He also had 
several sterile pustules on both arms, 

_ i- : _i . _ i_i i _i 
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which he said was where he had 
pricked himself on thorns a few days 
previously. He has a deep ulcer on his 
scrotum (0.5 x 1.2 cm). 

Investigations: 


Alanine 

aminotransferase (ALT) 

97 U/l 

Alkaline phosphatase 
(ALP) 

154 U/l 

y-glutamyl transferase 
(GGT) 

172 U/l 

Bilirubin 

41 |jmol/l 

Albumin 

36 g/l 

Ascitic fluid 

Protein 26 

g/i 

White blood cells (WBC) 

325/mI 

Serum ascites albumin 
gradient 

1.1 g/dl 

Haemoglobin (Hb) 

123 g/l 

White blood count 
(WBC) 

10.1 x 10 9 /l 




o 





White blood count 
(WBC) 

10.1 x 10 9 /l 

Platelets (PLT) 

190 x 10 9 /l 

Mean ce 1 volume (MCV) 

74 fl 

Sodium 

143 

mmol/l 

Potassium 

3.8 

mmol/l 

Creatinine 

79 (jmol/l 


What is the most likely diagnosis? 


A Sweet syndrome 

B Metastatic colon cancer 


C Budd-Chiari syndrome 

D Tuberculosis 


E Syphilis 
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C I Budd-Chiari syndrome 


This patient has Budd-Chiari 
presenting as a new diagnosis of 
Behget’s disease. The syndrome most 
often manifests in patients with 
underlying thrombotic disorders, 
including myeloproliferative disorders 
and paroxysmal nocturnal 
haemoglobinuria, pregnancy, tumours, 
chronic inflammatory diseases, clotting 
disorders and infections. 

It causes obstruction of intrahepatic 
veins leading to a congested liver. 
Hepatocellular injury results from 
microvascular ischaemia due to 
congestion causing portal 
hypertension and liver insufficiency. He 
has the triad of abdominal pain, ascites 
and hepatomegaly with a high protein 
level of his ascitic fluid. To diagnose 
Budd-Chiari one needs to have a high 
index of suspicion and perform a liver 
ultrasound with Doppler of the hepatic 
veins. Liver biopsy is also required. 
Treatment includes management of 
ascites and anticoagulation. 
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congestion causing portal 
hypertension and liver insufficiency. He 
has the triad of abdominal pain, ascites 
and hepatomegaly with a high protein 
level of his ascitic fluid. To diagnose 
Budd-Chiari one needs to have a high 
index of suspicion and perform a liver 
ultrasound with Doppler of the hepatic 
veins. Liver biopsy is also required. 
Treatment includes management of 
ascites and anticoagulation. 


Behpet’s is a clinical diagnosis 
consisting of four major features - oral 
and genital ulceration, eye disease 
(iridocyclitis, chorioretinitis, 
retinouveitis, definite history of 
chorioretinitis or retinouveitis) and skin 
disease (erythaema nodosum, 
subcutaneous thrombophlebitis, 
folliculitis [acne-like lesions], 
pathergy). Various major and minor 
features make up the diagnosis. 
Treatment is symptomatic, with 
steroids the mainstay of treatment, but 
no single drug has shown huge benefit. 
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A I Sweet syndrome 


Sweet syndrome, or acute febrile 
neutrophilic dermatosis, is an 
inflammatory disorder characterised 
by painful erythematous papules or 
plaques with fever and leucocytosis. It 
can be idiopathic or secondary to 
malignancy or drugs. In this syndrome, 
neutrophilic infiltration of other organs 
can cause many different 
manifestations including hepatitis, but 
it is uncommon for there to be 
decompensation leading to ascites, 
and the rash described is not matching 
this syndrome. 


B Metastatic colon cancer 

Colorectal cancer can cause altered 
bowel habit, chronic rectal blood loss 
and abdominal pain. The acute onset 
of symptoms in a young patient makes 
this very unlikely. Had there been a 
history of familial adenomatous 
polyposis or known ulcerative colitis, 
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E Syphilis 

Syphilis is a sexually transmitted 
infection caused by Treponema 
pallidum. It starts as a painless 
anogenital ulcer and, if untreated, can 
lead to to rash of the face, palms and 
soles. There can also be fever and 
lymphoadenopathy, and in some cases 
hepatosplenomegaly, uveitis and 
meningitis. This can further progress to 
cardiac and neuropsychiatric 
symptoms. This is a strong differential 
for this patient, especially as he has a 
genital ulcer, but the onset of 
symptoms is far too rapid. The 
progression from primary to secondary 
syphilis would occur over a range of 
six weeks to six months, making this 
unlikely. 


Rate this question: 
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A 49-year-old Somalian woman is 
referred to the Cardiology Clinic with a 
heart murmur and symptoms of 
flushing, especially when she drinks 
alcohol. She has a history of atrial 
fibrillation and thyroid disease. 

An echocardiogram and ultrasound 
scan are arranged, but she misses her 
appointments and defaults to follow¬ 
up. 

Nine months later, she re-presents to 
the Emergency Department with 
widespread pigmentation on her face 
and neck, confusion and diarrhoea. 

What is the cause for her new 
symptoms? 


A Cerebral systemic lupus 

erythematosus 


B Cerebral tuberculosis 


C Cerebral abscess 


D Amiodarone toxicitv 
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An echocardiogram and ultrasound 
scan are arranged, but she misses her 
appointments and defaults to follow¬ 
up. 

Nine months later, she re-presents to 
the Emergency Department with 
widespread pigmentation on her face 
and neck, confusion and diarrhoea. 

What is the cause for her new 
symptoms? 


A Cerebral systemic lupus 

erythematosus 

B Cerebral tuberculosis 


C Cerebral abscess 


D Amiodarone toxicity 
E Pellagra 




o 




A :tps://mypastest.pastest.com 0 


Question 16 of 18 


appointments ana aeraurtsto roiiow- 

up. 

Nine months later, she re-presents to 
the Emergency Department with 
widespread pigmentation on her face 
and neck, confusion and diarrhoea. 

What is the cause for her new 
symptoms? 





Cerebral systemic lupus 
erythematosus 


B Cerebral tuberculosis 


C Cerebral abscess 


D Amiodarone toxicity 
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Pellagra is characterised by the ‘4Ds\ 
which are dementia, diarrhoea, 
dermatitis and death. The rash is 
photosensitive and normally affects 
the face, neck and forearm, it is rare 
and can be either primary or 
secondary. Primary causes include 
niacin or tryptophan (precursor of 
niacin) deficiency. Secondary causes 
include carcinoid syndrome, which is 
what this lady has. Patients with 
carcinoid get pellagra as the tumour 
cells convert tryptophan to serotonin, 
thereby reducing endogenous niacin 
production. It can also present in 
patients with anorexia nervosa, chronic 
alcoholism, gastrointestinal 
tuberculosis and human 
immunodeficiency virus. In carcinoid 
syndrome, patients develop right-sided 
valvular disease and, if she has 
attended for her echocardiogram, the 
possible findings are tricuspid 
incompetence or pulmonary stenosis. 
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A Cerebral systemic lupus 

erythematosus 


SLE is an idiopathic chronic 
inflammatory disease which is 
characterised by the presence of 
antinuclear antibodies. Presentation is 
varied as SLE can affect virtually any 
organ. In some patients the 
presentation can be neuropsychiatric, 
causing a broad range of neurological 
deficits which could explain this 
patient’s confusion. However, the skin 
involvement in SLE is usually in the 
form of a butterfly rash or discoid 
lesions, rather than the type of 
pigmentation this patient has, which is 
why this is a less likely diagnosis. In 
addition, SLE is not a good explanation 
for diarrhoea. 


B Cerebral tuberculosis 

TB is caused by Mycobacterium 
tuberculosis, which can cause infection 
in almost any organ. In 1% of TB cases 
the presentation is with tuberculous 

mpninaifis. This nrpspnts with a 
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meningitis. This presents with a 
subacute febrile illness preceded by an 
insidious headache and malaise, then 
characterised by meningismus, 
vomiting and confusion. It can proceed 
to coma as well. It is of much higher 
risk in the presence of HIV. Whilst this 
could be an explanation for her 
confusion, the absence of meningism 
and headache makes this a less likely 
diagnosis, which also could not explain 
her rash. 


C Cerebral abscess 

A cerebral abscess is a focal collection 
within the brain parenchyma. It can 
occur either through direct spread 
from the ears, sinuses or oropharynx, 
or by haematogenous spread. It 
presents with headache, changes in 
mental state and fever. The absence of 
high fever and headache, and the 
presence of diarrhoea and rash, makes 
this a less likely diagnosis. 


D Amiodarone toxicity 
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occur either through direct spread 
from the ears, sinuses or oropharynx, 
or by haematogenous spread. It 
presents with headache, changes in 
mental state and fever. The absence of 
high fever and headache, and the 
presence of diarrhoea and rash, makes 
this a less likely diagnosis. 


D Amiodarone toxicity 

Amiodarone is an anti-arrhythmic drug 
which can cause multiple side effects. 

In the lungs it can cause interstitial 
pneumonitis, in the thyroid it can cause 
both hyper- and hypothyroidism, and it 
also causes AV block, photosensitivity 
rash and gastrointestinal upset. Whilst 
it could explain many of the patient’s 
symptoms, including a rash which 
could be photosensitive in nature, it 
would not explain the confusion or the 
previous murmur. 


Rate this question: 
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A 27-year-old office worker presents 
with a 3-year history of epigastric pain, 
especially 30 min after eating. This is 
associated with nausea and belching. 
She also describes constipation with 
occasional explosive diarrhoea. The 
stools are normally hard with mucus 
and she needs to strain with every 
motion. 

Abdominal pain is relieved after 
defecation but abdominal bloating 
persists. She wakes up an hour earlier 
each morning to finish her breakfast in 
order to prevent vomiting. She has 
missed work on a few occasions and 
feels that her weight has fluctuated. 

Past medical history includes scarlet 
fever. She is not on any regular 
medications except intermittent 
laxatives over the counter. Abdominal 
examination is normal. Rectal 
examination reveals an anal fissure. 

Investigation results: 


Haemoglobin 

13.1 g/dl 

White blood count 

6.0 x 


<i o □ 







White blood count 

O.U X 

10 9 /l 

Platelets 

180 x 

1071 

Mean ce 1 volume 

87 fL 

International normalised 

ratio 

1.0 

ESR 

1.1 mm/1 st 
hour 

Na + 

136 

mmol/l 

K + 

3.9 

mmol/l 

Urea 

3.7 

mmol/l 

Creatinine 

70 

|jmol/l 

Albumin 

39 g/L 

Liver function test 

normal 

Anti-endomysial antibody 

negative 


Thyroid function test 

0 o 


normal 
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Gastroscopy 

normal 

Flexible sigmoidoscopy 
and biopsy 

normal 

Abdominal and pelvic 
ultrasound scan 

normal 


What is the most likely diagnosis to 
account for her symptoms? 

A Overlap irritable bowel 

syndrome and functional 
dyspepsia 

B Diarrhoea pre-dominant 

irritable bowel syndrome 

C Sphincter of Oddi dysfunction 

D Malabsorption sydrome and 

non-ulcer dyspepsia 

E Globus hystericus 
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— 

1 

Overlap irritable bowel 
syndrome and functional 
dyspepsia 


This lady has signs of irritable bowel 
syndrome, especially in light of all the 
normal investigation results. It is the 
result of complex interactions between 
psychosocial factors, disordered bowel 
motility and altered intestinal 
sensations. This disorder is commonly 
associated with functional dyspepsia 
and patients are more likely to get 
chronic fatigue syndrome and globus 
hystericus. 

Diagnostic criteria have been 
developed, most notably the ‘Rome 
criteria’. These include symptoms of 
abdominal pain relieved by defecation 
that is associated with a change in 
stool frequency and consistency, 
abdominal bloating and passing mucus 
per rectum. 


B Diarrhoea pre-dominant 

irritable bowel syndrome 
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C Sphincter of Oddi dysfunction 

The classical symptoms of Sphincter of 
Oddi dysfunction are of recurrent 
biliary-type epigastric / right upper 
quadrant pain, which last from 30 
minutes to several hours, and is not 
relieved by bowel movements. It is not 
typically associated with diarrhoea, or 
a change in stool consistency. For 
diagnosis, the patient must have biliary 
pain, and imaging must reveal the 
absence of bile duct stones or other 
structural abnormalities, and elevated 
liver enzymes or dilated bile duct, but 
not both. 


D Malabsorption sydrome and 

non-ulcer dyspepsia 

There is no supporting evidence in the 
history of a malabsorption syndrome: 
no sustained weight loss, albumin is 
normal, and coeliac antibodies are 
negative. 
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A 34-year-old woman presents with a 
4-month history of diarrhoea and 
intermittent fresh rectal bleeding. She 
works as a shopkeeper and smokes ten 
cigarettes per day. Her brother suffers 
from colitis. Blood tests show 
microcytic anaemia and a raised C- 
reactive protein. 


Colonoscopy shows inflammation in 
the recto-sigmoid colon and a norma 
terminal ileum. Histology suggests 
indeterminate colitis. She turns up to 
clinic very keen to know the exact 
diagnosis. 

Which of the following will favour a 
diagnosis of Crohn’s disease? 


A Anti-endomysial antibodies 

B Detection of perinuclear anti- 

cytoplasmic antibodies 
(pANCA) 

C Dilated colon on plain 

abdominal radiography 
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— 

Colonoscopy shows inflammation in 
the recto-sigmoid colon and a normal 
terminal ileum. Histology suggests 
indeterminate colitis. She turns up to 
clinic very keen to know the exact 
diagnosis. 

Which of the following will favour a 
diagnosis of Crohn’s disease? 

A 

Anti-endomysial antibodies 

B 

Detection of perinuclear anti- 
cytoplasmic antibodies 
(pANCA) 

C 

Dilated colon on plain 
abdominal radiography 


D 

Anti-Saccharomyces 
cerevisiae antibodies (ASCA) 

E 

Arthritis 
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II 

Anti-Saccharomyces 1 

cerevisiae antibodies (ASCA) 1 


The diagnosis of inflammatory bowel 
disease is based on clinical history, 
inflammatory markers, colonoscopy 
and histology results. In around 10% of 
patients, it is impossible to distinguish 
ulcerative from Crohn’s colitis and this 
is termed indeterminate colitis. 
Serological markers have been studied 
extensively in trials but are not yet in 
everyday clinical use. Ulcerative colitis 
is strongly associated with perinuclear 
anti-cytoplasmic antibodies (pANCA - 
detected in 60-70% of UC vs 10-15% of 
CD). The presence of anti- 
Saccharomyces cerevisiae antibodies 
favours Crohn’s disease (ASCA IgG + in 
60-70% CD vs 10-15% of UC vs <5% in 
non-IBD colitis). The two antibodies 
can be used in combination, and a 
serological profile of ASCAtpANCA- 
has an 80% positive predictive value of 
progression to CD. 


Reference: Mitsuyama K, et al. 
Antibody markers in the diagnosis of 









Anti-endomysial antibodies are seen in 
coeliac disease. Although there is an 
overlap with inflammatory bowel 
disease and coeliac disease, the 
positivity of these antibodies would 
not help clarify the diagnosis. 


B Detection of perinuclear anti- 

cytoplasmic antibodies 
(pANCA) 

pANCA positivity has been well 
described in inflammatory bowel 
disease but is more commonly seen in 
UC rather than Crohn’s. In patients 
with indeterminate colitis (1C), pANCA 
and ASCA have been shown in studies 
to provide a predictive value. 
ASCA-/pANCA+ serology in 
indeterminate colitis is 64% predictive 
for a diagnosis of UC. 


C Dilated colon on plain 

abdominal radiography 

This is a non-specific finding that could 
represent multiple pathologies: 
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and ASCA have been shown in studies 
to provide a predictive value. 
ASCA-/pANCA+ serology in 
indeterminate colitis is 64% predictive 
for a diagnosis of UC. 


C Dilated colon on plain 

abdominal radiography 


This is a non-specific finding that could 
represent multiple pathologies: 
obstruction, volvulus, ileus or toxic 
megacolon. 


E Arthritis 


Although arthritis (including 
asymmetrical polyarthritis, spondylitis, 
sacroilitis and enthesopathy) is well 
described as an extra-intestinal 
manifestation of Crohn’s disease, their 
presence or absence is not a good 
predictive marker of underlying 
inflammatory bowel disease. 

Rate this question: |S| 




O 






< > CP 

< I 


110:38 



You are asked by the Emergency 
Department team to review a 32-year- 
old man who has received 35% burns 
in a house fire. You understand that he 
has suffered a significant degree of 
inhalation injury and when you review 
him he is intubated and ventilated. You 
question his relatives and find out that 
he likes to drink up to seven pints of 
beer per night. 

On examination, his blood pressure is 
110/60 mmHg, his pulse is 85 bpm and 
regular. He is 105 kg. 

Investigations: 


Hb 

12.1 g/dl 

WCC 

9.2 x 

10 9 /l 

PLT 

178 x 

10 9 /l 


139 
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i i_n 

10 9 /l 

Na + 

139 

mmol/I 

K + 

4.4 

mmol/I 

Creatinine 

156 

pmol/l 

Alanine aminotransferase 
(ALT) 

145 U/l 

Alkaline phosphatase 

320 U/l 

Amylase 

1200 U/l 

Creatine kinase (CK) 

430 U/l 


Which of the following is the most 
likely cause of his pancreatitis? 


A Cholecystis 
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Amylase 1200 U/l 

Creatine kinase (CK) 430 U/l 


Which of the following is the most 
likely cause of his pancreatitis? 


A Cholecystis 

B Chronic pancreatitis related 

to alcohol consumption 

C Post-burn pancreatitis 

D Trauma 


E Rhabdomyolysis 



Audio Video Stop Share Participants More 














The raised amylase, more than three 
times the upper limit of normal, would 
point to acute pancreatitis. Based on 
the history, postburn is the most likely 
aetiology. It is said to occur in patients 
who have a high degree of full 
thickness burn injury, have significant 
inhalation injury and a high percentage 
of overall skin damage. Management is 
supportive, with appropriate fluid 
resuscitation and management of 
associated hypoxia and 
hypocalcaemia. 


B I Chronic pancreatitis related 
I to alcohol consumption 


The patient’s amylase is significantly 


elevated suggesting acute pancreatitis. 
In chronic pancreatitis the amylase and 

linage are frenuentlv normal as there is 
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TOrosis or tne pancreas over time 
rather than in acute pancreatitis where 
there an inflammatory response results 
in amylase release. Chronic 
pancreatitis classically presents with 
abdominal pain, typically after eating 
and pancreatic insufficiency (manifest 
as fat malabsorption/steatorrhoea and 
diabetes). 


A Cholecystis 

Cholecystitis is inflammation of the gall 
bladder caused by obstruction of the 
cystic duct by gallstones. This patient 
has acute pancreatitis, which is 
frequently caused by gallstones 
obstructing the pancreatic duct. 
However, there is nothing in the case 
to suggest a history of gallstones. 


D Trauma 
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A 28-year-old woman presents to the 
gastroenterology clinic complaining of 
long periods of constipation 
interspersed with short episodes of 
diarrhoea. She has not lost any weight 
over the past year and continues to eat 
a varied diet. 

On examination, her BP is 122/82, pulse 
is 67 and regular and her BMI is 22.5. 
Full blood count and viscosity are 
normal. Flexible sigmoidoscopy is 
unremarkable. 

What is the next most appropriate 
management step? 

A Colonoscopy 


B 

Barium enema 


C 

Wheat-free diet 
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On examination, her BP is 122/82, pulse 
is 67 and regular and her BMI is 22.5. 
Full blood count and viscosity are 
normal. Flexible sigmoidoscopy is 
unremarkable. 

What is the next most appropriate 
management step? 

A Colonoscopy 

B Barium enema 

C Wheat-free diet 

D Soluble fibre supplementation 


E Lactose-free diet 
















Normal clinical examination, stable 
weight and normal routine bloods 
make a sinister diagnosis unlikely. 
Irritable bowel syndrome is therefore 
the most likely cause of her symptoms. 
Psyllium or ispahula supplementation 
is of value in patients like this who 
have predominant constipation 
symptoms. 


A I Colonoscopy 


Given the normal findings so far, there 
is little value in progressing to 
colonoscopy in this patient. 

Committing her to further investigation 
will only serve to increase anxiety. 


B Barium enema 
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Like colonoscopy, progressing to 
barium enema would be considered 
over-investigation in this situation. 


C Wheat-free diet 

There is no evidence this patient has 
coeliac disease. Some patients with 
bloating benefit from reducing intake 
of wheat, although greater benefit is 
usually found from lactose exclusion. 


E Lactose-free diet 

A lactose-free diet is effective in 
reducing bloating associated with 
irritable bowel disease, but has limited 
impact on constipation. 


Rate this question: 
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A 60-year-old woman with systemic 
sclerosis complains of diarrhoea, 
abdominal bloating, lethargy and 
weight loss. 

On examination, she is pale. 

Respiratory and cardiovascular 
examinations are normal. The abdomen 
is distended, but soft and non-tender. 
Bowel sounds are present. She has 
bilateral pitting ankle oedema. There is 
proximal weakness of her arm and leg 
muscle. The tone, reflexes and 
sensation are normal. Blood pressure is 
122/82, pulse is 75 and regular. 


Investigations: 


Hb 

8.0 g/dl 


WCC 

11.2 x 10 9 /l 


PLT 

400 x 10 9 /l 


Na + 

136 mmol/I 
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A A mmol/l _ 
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Hb 

8.0 g/dl 

wcc 

11.2 x 10 9 /l 

PLT 

400 x 10 9 /l 

Na + 

136 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

60 pmol/l 

MCV 

106 fl 

Urea 

2.5 mmol/l 

Albumin 

34 g/l 

Serum B 12 

123 ng/l (160-900) 

Folate 

22 pg/1 (2-11) 


A barium meal is reported as showing 
multiple rounded jejunal diverticulae. 

What other test may best help to 
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Folate 22 pg/l (2-11) 

A barium meal is reported as showing 
multiple rounded jejunal diverticulae. 

What other test may best help to 
confirm the underlying cause of her 
presentation? 


A 

Hydrogen breath test 

B 

Urea breath test 

C 

Schilling’s test 

D 

Thyroid function test 

E 

Faecal calprotectin 
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A 


Hydrogen breath test 



Bacterial overgrowth is common in 
patients with jejunal diverticulae, which 
in this case has led to malabsorption of 
vitamin D and calcium and muscle 
weakness. The bacteria can also lead 
to B 12 deficiency, although folate levels 
are not normally depleted. Bacterial 
overgrowth can be confirmed by the 
hydrogen breath test after giving 
lactose or glucose. Small-bowel 
diverticula develop secondary to 
intestinal dysmotility and connective 
tissue disorders - for example, Marfan 
syndrome and systemic sclerosis. 
Patients are usually asymptomatic, but 
on bacterial colonisation they develop 
malabsorption. Treatment is empirical, 
and options include metronidazole and 
tetracycline. If this fails, jejunal 
aspiration is recommended to identify 
the organism. 
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The urea breath test is used to confirm 
a diagnosis of H. pylori, which is 
associated with peptic ulceration, 
rather than the symptoms of 
malabsorption seen here. 


C Schilling’s test 

Schilling’s test is used to diagnose 
pernicious anaemia, but the jejunal 
diverticulae seen here drive us more 
towards bacterial overgrowth and 
malabsorption as the cause of the 
abnormal metabolic picture seen here, 
rather than pernicious anaemia. 


D Thyroid function test 

Stable weight, pulse and blood 
pressure, coupled with normal reflexes, 
count against thyroid dysfunction as 
the underlying cause of this patient’s 
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A 64-year-old woman is admitted to 
hospital with recurrent vomiting. She 
has been diabetic since the age of 14 
years. She usually vomits several times 
in the evening and the vomitus often 
contains undigested residues of her 
morning meal. Apart from her insulin 
she also takes a statin and an 
angiotensin-converting enzyme (ACE) 
inhibitor. 


Examination is unremarkable other 
than hypertension. She was given a 2- 
week course of erythromycin by her 
general practitioner (GP) for a chest 
infection, which she finished a week 
ago. 

During her hospitalisation, she has an 
upper gastrointestinal endoscopy, 
oesophageal manometry and a barium 
swallow, all of which are reported as 
normal. 


Investigations: 
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Hb A lc (HbA 1c ) 79 mmol/mol (9.4%) 


Urea 


9.0 mmol/l 


Glucose 


8.0 mmol/l 


Na 


+ 


134 mmol/l 


K 


+ 


Creatinine 


4.8 mmol/l 


155 Mmol/l 


What is the most likely cause of the 
vomiting? 


A 


Side effect of erythromycin 
therapy 


B Uraemia 


C Gastroparesis 


D Addison’s disease 
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A 64-year-old woman is admitted to 
hospital with recurrent vomiting. She 
has been diabetic since the age of 14 
years. She usually vomits several times 
in the evening and the vomitus often 
contains undigested residues of her 
morning meal. Apart from her insulin 
she also takes a statin and an 
angiotensin-converting enzyme (ACE) 
inhibitor. 


Examination is unremarkable other 
than hypertension. She was given a 2- 
week course of erythromycin by her 
general practitioner (GP) for a chest 
infection, which she finished a week 
ago. 

During her hospitalisation, she has an 
upper gastrointestinal endoscopy, 
oesophageal manometry and a barium 
swallow, all of which are reported as 
normal. 


Investigations: 
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During her hospitalisation, she has an 
upper gastrointestinal endoscopy, 
oesophageal manometry and a barium 
swallow, all of which are reported as 
normal. 

Investigations: 

Hb A lc (HbA lc ) 79 mmol/mol (9.4%) 
Urea 9.0 mmol/l 

Glucose 8.0 mmol/l 

Na + 134 mmol/l 

K + 4.8 mmol/l 

Creatinine 155 pmol/l 

What is the most likely cause of the 
vomiting? 


A Side effect of erythromycin 

therapy 


Q 

01 

A r 

• • • 

Audio 

Video 

Stop Share Participants 

More 













46 

it-.I 


H0:50 


< 


< 



K 


+ 


4.8 mmol/I 


Creatinine 


155 |jmol/I 


What is the most likely cause of the 
vomiting? 



Side effect of erythromycin 
therapy 


B Uraemia 


C Gastroparesis 

D Addison’s disease 


E Bulimia nervosa 
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roparesis 



The history of vomiting temporally 
removed from eating and with the 
vomitus containing recognisable food 
from hours before is the hallmark of a 
gastric-emptying disorder. The 
exclusion of gastric outflow 
obstruction (by normal endoscopy and 
barium studies) would lead towards a 
diagnosis of functional delayed gastric 
emptying, and in the context of long¬ 
standing diabetes, gastroparesis is 
correct as it is by far the most likely 
diagnosis. It is now recognised that 
some degree of delayed gastric 
emptying occurs in over 50% of 
diabetics, and the incidence seems to 
be related to the degree of glycaemic 
control. The aetiology is complex and 
may not be due to simple autonomic 
neuropathy as was thought in the past. 
Diagnosis depends on excluding other 
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pathology and the demonstration of a 
significant delay of gastric emptying 
by scintigraphy. While many drugs list 
nausea and vomiting as side effects, 
these are usually mild and transitory. 


A I Side effect of erythromycin 
I therapy 


Although this medication is known for 
its gastrointestinal (GI) side effects, it 
usually causes an increase in Gl 
motility. 


B Uraemia 

Although it can cause intractable 
vomiting, this usually occurs in the 
context of end-stage renal disease 
with much higher levels of uraemia. 


D Addison’s disease 
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Although it can cause intractable 
vomiting, this usually occurs in the 
context of end-stage renal disease 
with much higher levels of uraemia. 


D Addison’s disease 

Vomiting is a symptom in about 50% 
of people with Addison’s disease, but 
this option is incorrect as the high 
glucose and hypertension make this 
diagnosis unlikely. 


E Bulimia nervosa 

Bulimia nervosa, while probably 
underdiagnosed in older people, is still 
rare in this age group and the vomiting 
is typically surreptitious and soon after 
eating. 


Rate this question: 













A 45-year-old man is seen in clinic with 
pain in his wrists and knees. He has 
recently found it difficult walking 
because of pain mainly in his right 
knee. He also tells you that he has 
been feeling more tired recently, is 
feeling thirsty all the time and has 
abdominal pain which is mainly in the 
RUQ and worst in the evenings. 

He smokes 20 cigarettes/day, drinks 
half a bottle of wine with his evening 
meal and has recently returned from a 
safari in Mozambique. He took 
precautions by only drinking boiled 
water and took anti-malarial 
medication. 

He looks tanned but tired. His wrist 
joints and knees are tender and his 
right knee is swollen. His examination 
is otherwise unremarkable. You 
aspirate his right knee and the report is 
of crystals, which exhibit positive 
birefringence. 











Investigations: 


Na + 

134 mmol/l 

K + 

5.1 mmol/l 

Urea 

6.5 mmol/l 

Creatinine 

95 pmol/l 

TSH 

0.68m U/l (0.4- 

5) 

Free thyroxine 

8.5 pmol/l CIO- 

(fT4) 

22) 

Glucose 

13.1 mmol/l 

ALT 

216 U/l 

ALP 

123 U/l 

Bilirubin 

16 pmol/l 

T ransferrin 

saturation 

55% 


Of the notions divert, which is most 
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Bilirubin 

16 |jmol/l 

T ransferrin 

a 

55% 


saturation 


Of the options given, which is most 
useful in making the diagnosis in this 
patient? 

A Magnetic resonance imaging 

(MRI) pituitary 

B Liver biopsy 

C Alpha-fetoprotein 

D Rheumatoid factor 


E 


Genetic screening 
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c screening 



This patient has hereditary 
haemochromatosis (HHC), which 
usually presents in the fourth or fifth 
decade. It manifests earlier in men 
because women have regular iron loss 
through their periods. The C282Y 
mutation of the haemochromatosis, 
HFE gene on chromosome 6p is 
homozygous in 1/300 of the UK 
population, but iron overload manifests 
in only a few. Blood loss, iron intake 
and alcohol have a role to play. Iron is 
deposited in the anterior pituitary (loss 
of libido, tiredness), skin 
(pigmentation), heart (cardiac 
failure/dysrhythmia), joints (mainly 
metacarpal (MCP)/wrist/knee - with 
chondrocalcinosis and pseudo-gout), 
maturity-onset diabetes mellitus and 
liver failure. 

Cirrhosis develops and the patient may 
present with hepatocellular carcinoma, 
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maturity-onset diabetes mellitus and 
liver failure. 

Cirrhosis develops and the patient may 
present with hepatocellular carcinoma, 
which is often metastatic before 
symptoms develop. Genetic testing is 
widely available and liver biopsy is 
helpful. Serum ferritin is pathologically 
elevated in these patients; however, it 
can be acutely elevated in acute 
inflammatory states. 

HHC should be diagnosed before 
organ damage, as the prognosis is 
poor once the patient has cirrhosis. 
Treatment is regular phlebotomy. 
Cardiac and liver damage may improve 
with treatment, but joint pain and 
diabetes often remain. Screening first- 
degree relatives is crucial. 


A Magnetic resonance imaging 

(MRI) pituitary 
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B Liver biopsy 

A liver biopsy in haemachromatosis 
would demonstrate iron load and be 
able to assess disease severity. 
However, genetic testing can be 
sufficient and non-invasive in HHC and 
establish the specific mutation which 
has caused the disease, and is 
therefore a better option. 


C Alpha-fetoprotein 


AFP is associated with hepatocellular 
carcinoma, metastatic cancer in the 
liver and some germ cell tumours. It is 
a useful test to monitor for liver cancer 
in patients with established cirrhosis of 
the liver, but would not help in 
diagnosing haemachromatosis. 


D Rheumatoid factor 
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A 21-year-old woman presents to your 
clinic with worsening diarrhoea and 
intermittent rectal bleeding. She was 
diagnosed with left-sided ulcerative 
colitis 2 years ago. She currently takes 
mesalazine tablets. She has had three 
episodes of exacerbation of her colitis 
in the past year, and was put on 
steroids for each occasion. She now 
opens her bowels 15 times a day and 
has lost 5 kg in weight. She smokes 10 
cigarettes per day. 

On examination, she is thin and has a 
tender, reddish purple rash on both 
shins. The rest of the physical 
examination is normal. 


nvestigations: 


Hb 9.4 g/dl 

WBC 12.2x10 9 /l 

PLT 420 x 1071 
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134 mmol/l 


K 


+ 


3.2 mmol/l 


Urea 


7.0 mmol/l 


Creatinine 


100 |jmol/l 


Albumin 


35 g/l 


C-reactive protein 37 mg/I 


Liver function tests Normal 


Flexible sigmoidoscopy shows the 
appearance below. 
























Colonic biopsies show acute active 
inflammation and samples are sent for 
stool culture. 

What is most important disease 
management step? 

A Treat acute flare of colitis 

with systemic corticosteroids 

B Carry out urgent colonoscopy 

and multiple biopsies 

C Surgical referral 

D Advise her to stop smoking 

E Refer to a dermatologist for a 

skin biopsy of rash 
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The drug treatment for ulcerative 
colitis comprises local or systemic 
steroids to induce remission, and 
generally a 5-amino-salicylic acid (5- 
ASA) compound to help maintain 
remission. However, there is a 
subgroup of patients who suffer 
repeated relapses despite maintenance 
treatment - like the patient above, who 
requires frequent courses of steroids. 

In these circumstances, ‘steroid¬ 
sparing’ drugs like azathioprine or 6- 
mercaptopurine should be considered. 
It is important to get on top of the 
flare with steroids, as 
immunomodulators take 2-3 months 
before they exert an effect. Anti-TNFs 
may be of value where patients have 
failed a traditional second-line agent 
such as azathioprine. 
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A 35-year-old man is admitted to 
hospital after collapsing at home. He 
gives a 3-month history of watery 
diarrhoea with occasional nocturnal 
incontinence, for which he is being 
investigated in the Outpatient 
Department. He has no history of 
foreign travel, and other family 
members are well. He takes no regular 
medication and is a non-smoker. 


On examination, he 
dehydrated. 

is thin and clinically 

Investigations: 


Urea 

20.0 

mmol/l 

Creatinine 

100 pmol/l 

Sodium 

140 

mmol/l 

Potassium 

2.0 mmol/l 


5.0 

o 

s 

■ SJL 


Audio Video Stop Share Participants More 










< 


CD 


< 



Question 7 of 


-1-UJ'J 'JI U 1 t 1- 

-Z— * ^-1 1 11 l iVJi/ 1 

Glucose 

5.0 

mmol/l 

CT abdomen 

Normal 

OGD 

Normal 

Colonoscopy 

Normal 

Gastric pH 

6.5 

Plasma chromogranin A 

60 u/l (< 
20) 

Urinary 5- 

60 

hydroxyindoleacetic 

pmol/24 h 

acid (5-HIAA) 

(< 70) 


What is the likely diagnosis? 


A Addison’s disease 


B Vasoactive intestinal peptide 


(VIP) 
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Gastric pH 

6.5 

Plasma chromogranin A 

60 u/1 (< 
20) 

Urinary 5- 

60 

hydroxyindoleacetic 

)jmol/24 h 

acid (5-HIAA) 

(< 70) 


What is the likely diagnosis? 

A Addison’s disease 

B Vasoactive intestinal peptide 

(VIP) 

C Gastrinoma 

D Carcinoid tumour 


E Insulinoma 
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Gut neuroendocrine tumours are a rare 
but important cause of diarrhoea. 
Serum chromogranin A is elevated in 
the majority of neuroendocrine 
tumours, with the exception of 
insulinomas. Hypokalaemia, 
dehydration, watery diarrhoea and 
achlorhydria are hallmarks of 
vasoactive intestinal peptide 
(VlP)omas, which is the correct 
diagnosis here. 


A Addison’s disease 

This would lead to hyponatraemia with 
hyperkalaemia, not hypokalaemia 
which is seen in this case. 


C ■ I Gastrinoma 
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This would lead to hyponatraemia with 
hyperkalaemia, not hypokalaemia 
which is seen in this case. 


C Gastrinoma 

In the absence of medication such as 
proton pump inhibitors, a high gastric 
pH suggests achlorhydria and excludes 
a diagnosis of gastrinoma - a tumour in 
the pancreas or duodenum that 
secretes gastrin leading to 
hypersecretion of acid. 


D Carcinoid tumour 

A normal urinary 5- 
hydroxyindoleacetic acid (5-HIAA) 
would be unusual with carcinoid 
tumours. 


E Insulinoma 
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A 79-year-old man presents with right 
upper quadrant pain, rigors, a 
temperature of 39 °C and deranged 
liver function tests. 


An abdominal ultrasound reports no 
gallstones in the common bile duct, 
but there are dilated intra- and 
extrahepatic bile ducts. 

What is the most likely diagnosis? 


A Cholecystitis 

B Cholangitis 

C Tumour at the ampulla of 

Vater 

D Pancreatic tumour 

E Cholangiocarcinoma at the 
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The clinical picture is suggestive of 
ascending cholangitis. He has evidence 
of extrahepatic obstruction on 
ultrasound scanning (USS), and there 
is still a chance that gallstones are 
present in the common bile duct, 
despite these not having been 
visualised on US scanning; the 
sensitivity for detection of 
choledocholithiasis with ultrasound is 
75% in the presence of dilated ducts, 
and 50% for non-dilated ducts. The 
distal common bile duct is often 
obscured by air-containing bowel 
loops. 

MRCP is superior to CT for diagnosing 
and locating gallstones, with a 
sensitivity of around 93%. ERCP and 
sphincterotomy may be required in the 
acute setting if sepsis does not resolve 
with antibiotics. It may also prevent 
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future recurrence, particularly if the 
risk of laparoscopic cholecystectomy is 
high. 


Tumour at the ampulla of 
Vater 


A tumour at the ampulla of Vater could 
cause distal biliary obstruction, and 
ascending cholangitis, but is likely to 
present more insidiously with 
obstructive jaundice, weight loss and 
dull abdominal pain. Cholangitis is an 
infrequent manifestation, and hence it 
is not the most likely explanation here. 


A Cholecystitis 

The ultrasound did not report evidence 
of cholecystitis, and the sensitivity of 
ultrasound for the diagnosis of 
cholecystitis is good (around 90%). 
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ultrasound for the diagnosis of 
cholecystitis is good (around 90%). 
Furthermore, this diagnosis is unlikely 
to explain extrahepatic duct dilatation. 


D Pancreatic tumour 

A tumour in the head of the pancreas 
could cause distal biliary obstruction, 
and subsequent ascending cholangitis, 
but is likely to present more insidiously 
with obstructive jaundice, weight loss 
and dull abdominal pain. Cholangitis is 
an infrequent manifestation, and hence 
it is not the most likely explanation 
here. 


E Cholangiocarcinoma at the 

level of the porta hepatis 


A cholangiocarcinoma at the porta 
hepatis would not explain the 
extrahepatic duct dilatation. 
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A 17-year-old Turkish girl presented to 
the Emergency Department with a 4-h 
history of severe abdominal pain, the 
onset was rapid and without preceding 
symptoms. She described no change in 
her bowel habit or urinary symptoms. 
She had an appendectomy 6 months 
previously and an exploratory 
laparotomy 2 months ago for similar 
episodes. At neither operation was any 
abnormality found other than a small 
amount of peritoneal fluid. 

On examination she is pyrexial at 39.2 
°C and tachycardic at 105 bpm. Her 
abdomen is diffusely tender with 
guarding in the right upper quadrant. 
Bowel sounds are reduced. A painful 
erythematous rash was noted on the 
lower limbs. 

Investigations; 


Urinalysis blood + 
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Investigations; 

Urinalysis blood + 


Hb 

MCV 

WCC 

PLT 

CRP 

p-HCG 


13.6 g/dl 
85 fl 

14.8 x 10 9 /l 
387 x 10 9 /l 
55 mg/I 
< 5 U/l 


Erect chest X-ray normal 


Which of the following is the most 
likely diagnosis? 


A Ectopic pregnancy 


B Familial Mediterranean fever 
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CRP 55 mg/I 

(3-HCG < 5 U/l 

Erect chest X-ray normal 


Which of the following is the most 
likely diagnosis? 


A Ectopic pregnancy 

B Familial Mediterranean fever 


C Acute intermittent porphyria 

D Renal colic 


E Abdominal angina 
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Familial Mediterranean fever (FMF) 
presents typically (although not 
exclusively) in Turkish, Armenian, 
Arabic, Mediterranean and/ or Jewish 
people. It is an autosomal recessive 
disorder, with the site of the mutation 
being on chromosome 16. 
Approximately half of affected people 
have no family history of the condition. 
It typically presents at a young age, 
with only 5-10% presenting after the 
age of 20 years. 


FMF is characterised by recurrent 
episodes of fever with severe 
abdominal pain and signs of peritonitis, 
and so affected people often have a 
history of previous surgery, particular 
appendectomy. Other commonly- 
described symptoms include pleuritis, 
pericarditis, synovitis and an 
erysipeloid rash on the lower limbs. 











episodes of fever with severe 
abdominal pain and signs of peritonitis, 
and so affected people often have a 
history of previous surgery, particular 
appendectomy. Other commonly- 
described symptoms include pleuritis, 
pericarditis, synovitis and an 
erysipeloid rash on the lower limbs. 
Attacks normally occur without 
warning, and typically last for 24-72 
hours. Blood tests are consistent with 
an acute-phase response. 

FMF attacks can normally be 
prevented with Colchicine. Colchicine 
also prevents the development of 
amyloidosis, a recognised complication 
of the chronic inflammation that may 
occur if the condition is untreated. 

The diagnosis is principally made on 
clinical criteria (including response to 
Colchicine), although genetic testing is 
becoming more widely-available. 
However, a proportion of people with 
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Colchicine), although genetic testing is 
becoming more widely-available. 
However, a proportion of people with 
classical clinical features of FMF are 
found to have only one mutation or 
none at all, implying that there are 
more gene mutations causing the 
condition than are currently 
recognised. 


A Ectopic pregnancy 

Ectopic pregnancy is ruled out by the 
negative pregnancy test. 


C Acute intermittent porphyria 

Acute intermittent porphyria may 
present with acute severe abdomina 
pain but tends not to present with 
fever. 
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A 52-year-old truck driver has been 
referred by his general practitioner 
(GP) to the rapid access upper 
gastrointestinal CGI) clinic with a 10- 
day history of intermittent epigastric 
pain and nausea. 


He has been prescribed a proton pump 
inhibitor (PPI) which he started taking 
4 days ago with some relief. He has 
taken regular co-codamol for years for 
chronic back pain but otherwise has no 
previous medical history. His weight is 
stable and clinical examination is 
unremarkable. 


Investigations: 

Hb 14.7 g/dl 
WCC 3.6 x 10 9 /l 


PLT 

212 x 

10 9 /l 



MCV 

86 fl 
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Which is the most appropriate next 
step in management according to 
available evidence? 


A Urgent upper gastrointestina 

(Gl) endoscopy 

B pylori eradication therapy 

C Continue proton pump 

inhibitor 

D Refer for routine upper Gl 

endscopy and give 
symptomatic antacids in first 
instance 

E Add metoclopramide 10 mg 

tds and review in 2 weeks 
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This gentleman is <55 years old 
without ‘alarm’ features - weight loss, 
persistent vomiting, dysphagia - and 
does not take non-steroidal anti¬ 
inflammatory drugs (NSAIDs). He is 
not anaemic and has no epigastric 
mass on examination. As he has gained 
some relief from the PPI it’s therefore 
appropriate to continue the 
medication. 


A Urgent upper gastrointestinal 

(Gl) endoscopy 

Alarm features that prompt urgent 
referral for endoscopy include weight 
loss, persistent vomiting, dysphagia, 
anaemia and the presence of an 
epigastric mass on physical 
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A 78-year-old man is referred to the 
gastroenterology clinic for 
investigation of abdominal pain and 
weight loss, which had been going on 
for several months. He described the 
pain as peri-umbilical, severe and 
colicky in nature and it usually came 
on 30-60 min after eating. He also had 
intermittent diarrhoea and several 
episodes of altered blood mixed with 
the stool. There was no associated 
vomiting. His past medical history 
included angina, a myocardial 
infarction and several transient 
ischaemic attacks. He smoked 10 
cigarettes per day and did not drink 
alcohol. 

On examination he was thin and 
hypertensive, with a regular pulse. A 
left carotid bruit was audible. His heart 
sounds were normal and chest was 
clear. His abdomen was soft and non¬ 
tender with no masses, and normal 
bowel sounds. Rectal examination was 
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sounds were normal and chest was 
clear. His abdomen was soft and non¬ 
tender with no masses, and normal 
bowel sounds. Rectal examination was 
normal. He had a mild normocytic 
anaemia, but other than that, his full 
blood count and serum biochemistry 
were normal. His inflammatory markers 
were not raised. 


What is the investigation most likely 
to establish the diagnosis? 


A Colonoscopy 

B Mesenteric angiography 

C Small bowel barium follow 

through 


D CT abdomen 

















4G 

u.i 


\4 


Q tS 


1111:17 





This man gives a classic history of 
chronic small bowel ischaemia, also 
known as ‘intestinal angina’. This is an 
uncommon condition that usually 
occurs in elderly smokers with 
evidence of vascular disease 
elsewhere. It is due to atheromatous 
occlusion of the coeliac axis and 
superior and inferior mesenteric 
arteries. It presents with post-prandial 
colicky abdominal pain, diarrhoea, 
rectal bleeding and weight loss. The 
weight loss can be due to a 
combination of fear of eating (because 
of the pain) and malabsorption. An 
abdominal bruit may be audible, but is 
a non-specific sign. Diagnosis can be 
difficult and is usually made by 
angiography, where a meandering 
mesenteric artery with areas of 
stenosis may be seen. This is in 
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bleeding, where a blush of contrast 
consistent where the area of acute 
bleeding may be seen. Vascular 
reconstruction is sometimes possible. 
If undiagnosed, it may progress to 
acute intestinal ischaemia which has a 
mortality rate of approximately 80%. 



A Colonoscopy 

The pattern of pain suggests small 
bowel ischaemia rather than a primary 
colonic lesion as the cause of this 
patient’s symptoms. A marked change 
in bowel habit or bloody diarrhoea 
with mucus would be more suggestive 
of a colonic lesion. 


C Small bowel barium follow 

through 


Small bowel follow-through is most 
useful in evaluating structural small 
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A 72-year-old woman presents with a 
long history of dysphagia for both 
liquids and solids. Food occasionally 
gets stuck, but this is relieved by 
drinking large volumes of fluid. 

Chest X-ray reveals a dilated lower 
oesophagus with a fluid level behind 
the heart. Barium swallow shows 
gradual narrowing of the distal end of 
the oesophagus, ‘swan-necking’. 

Endoscopy reveals food residue in the 
distal oesophagus. Routine bloods are 
entirely unremarkable. 

Her blood pressure is 132/82 mmHg, 
with pulse 62/min and regular. 

Which of the following would 
represent the most appropriate initial 
medical treatment in this patient? 

A Atenolol 
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entirely unremarkable. 


Her blood pressure is 132/82 mmHg, 
with pulse 62/min and regular. 

Which of the following would 
represent the most appropriate initial 
medical treatment in this patient? 


A Atenolol 

B Nifedipine 

C Diltiazem 

D Ramipril 
E Propanolol 
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This patient has achalasia, a condition 
which can present at any age, of 
unknown aetiology, and which results 
in failure of relaxation of the lower 
oesophageal sphincter and 
oesophageal dilatation. Medica 
treatments include calcium channe 
antagonists such as nifedipine or 
nitrate donors such as isosorbide 
dinitrate. Botox is a potential option 
where patients fail to respond to 
systemic medical therapy. Case series 
(both treated and untreated) suggest 
that there is around a 7% increase in 
cases of oesophageal squamous cell 
carcinoma over 25 years in patients 
with achalasia. Therapeutic endoscopy 
with balloon dilatation and botulinum 
toxin injection are both effective 
treatments for achalasia, and are 
increasingly used in elderly patients. 
Where patients fail to respond to _ 
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carcinoma over 25 years in patients 
with achalasia. Therapeutic endoscopy 
with balloon dilatation and botulinum 
toxin injection are both effective 
treatments for achalasia, and are 
increasingly used in elderly patients. 
Where patients fail to respond to 
medical therapy or therapeutic 
endoscopy, cardiomyotomy may be 
considered. 


A Atenolol 

Beta-blockers to not lead to dilation of 
the lower oesophageal sphincter and 
therefore don’t have a role in the 
management of achalasia. 


C Diltiazem 

Although diltiazem is a calcium 
channel antagonist and therefore may 
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A 63-year-old man with a 15-year 
history of recurrent peptic ulceration 
presents with a further relapse. 

The results of investigations reveal: 

480 pmol/l 

Fasting serum gastrin (normal <55 

pmol/l) 

Serum gastrin 

following injection of 720 pmol/l 
secretin (2 U/kg) 


What diagnosis would you consider in 
his case? 


A Chronic pancreatitis 
B Zollinger-Ellison syndrome 


C Gastric lymphoma 
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hasting serum gastrin (normal < 

pmol/l) 


Serum gastrin 

following injection of 720 pmol/l 
secretin (2 U/kg) 


What diagnosis would you consider in 
his case? 



Chronic pancreatitis 


B Zollinger-Ellison syndrome 
C Gastric lymphoma 

D Gastro-intestinal carcinoid 


E Gastric cancer 
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Zollinger-Ellison syndrome is a rare 
condition in which a gastrin-secreting 
adenoma results in severe and 
recurrent gastric and duodenal 
ulceration. The condition may be 
diagnosed by detecting a raised serum 
gastrin level, or if there is doubt as to 
the diagnosis with only a mild 
elevation in gastrin, the secretin test 
leads to a marked elevation in gastrin 
levels. The level of gastrin seen here is 
markedly elevated. Treatment is with 
high-dose proton pump inhibitors and, 
if possible, surgical resection of the 
adenoma. Approximately 50% of 
adenomas are malignant with a 5-year 
survival rate of 80% for a single 
tumour. Other causes of an elevated 
serum gastrin level include atrophic 
gastritis and proton pump inhibitor 
therapy. 
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A 28-year-old woman is admitted to hospital 
with acute, severe abdominal pain and 
vomiting. She had been for a night out with 
her friends and had consumed approximately 
8 units of alcohol. Her friends said that she 
had been acting strangely all night and 
seemed disoriented. The patient was unable 
to give an adequate history, but her friends 
stated that she had been previously fit and 
well and that she was not on any regular 
medication, although she had been admitted 
to hospital on one previous occasion. Having 
read her computerised file, you understand 
that she was admitted overnight with 
agitation and abdominal pain and was found 
to be hyponatraemic. Her friends were 
adamant that she had not taken any illicit 
drugs and were unsure about her family 
history. 

On examination, she was unwell, restless and 
agitated. She was disoriented in time, place 
and person and was expressing some 
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light, but fundoscopy was not possible due 
to her agitation. She had no visible rashes. 

Investigations: 


Hb 

13.8 g/dl 

WCC 

14.0 x 10 9 /I 

PLT 

350 x 10 9 /I 

Na + 

132 mmol/l 

K + 

3.6 mmol/l 

Creatinine 

100 |jmol/l 

MCV 

96 fl 

Urea 

10.2 mmol/l 

Ca 2+ 

2.32 mmol/l 

CRP 

42 mg/I 

Bilirubin 

26 pmol/l 

AST 

62 IU/1 
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Urinalysis Protein+ 

Erect chest X-ray Normal 
Abdominal X-ray Normal 

What is the most likely diagnosis? 

A Wilson’s disease 

B Acute pancreatitis 

C Ruptured ectopic pregnancy 

D Acute intermittent porphyria 

E Sepsis from urinary tract infection 
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The porphyrias are a rare group of inherited 
disorders that are due to various enzyme 
abnormalities in the biosynthetic pathway of 
haem, resulting in overproduction of 
intermediate compounds called porphyrins. 
They can be classified as either acute or 
chronic. Acute intermittent porphyria (AIP) is 
caused by the toxic accumulation of 
porphobilinogen and d-aminolaevulinic acid, 
and tends to present with acute 
neurovisceral crises as in the above case. It is 
an autosomal dominant condition that 
usually presents in early adult life and is 
more common in women. Acute abdominal 
pain and vomiting are the commonest 
presenting features (90%), often associated 
with acute neuropsychiatric symptoms, 
ranging from anxiety and depression to fits 
and frank psychosis. Other features include 
fever, hypertension, polyneuropathies and 
tachycardia. Skin lesions are not seen in AIP. 
Blood tests may show a leucocytosis, raised 
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more common in women. Acute abdominal 
pain and vomiting are the commonest 
presenting features (90%), often associated 
with acute neuropsychiatric symptoms, 
ranging from anxiety and depression to fits 
and frank psychosis. Other features include 
fever, hypertension, polyneuropathies and 
tachycardia. Skin lesions are not seen in AIP. 
Blood tests may show a leucocytosis, raised 
urea and abnormal liver function tests. Acute 
attacks may be precipitated by alcohol and a 
variety of drugs, including the oral 
contraceptive pill. The diagnosis can be 
made by a relevant family history and raised 
urinary porphobilinogen excretion. 
Management is largely supportive, but may 
involve a high carbohydrate intake and 
intravenous haem arginate. With respect to 
considering acute pancreatitis as a 
differential, the amylase whilst elevated is not 
as high as would be expected and other 
measures such as calcium are also in the 
normal range. 
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differential^ the amylase whilst elevated is not 
as high as would be expected and other 
measures such as calcium are also in the 
normal range. 


A I Wilson’s disease 


Although Wilson’s disease does present with 
abnormal transaminases, a presentation with 
neuropsychiatric features including 
depression, anxiety and movement disorders 
is more usual than the acute severe 
abdominal pain and vomiting seen here. 


B Acute pancreatitis 

Although the amylase is moderately elevated 
at 420, a greater elevation in amylase and 
more marked epigastric tenderness would be 
expected in pancreatitis. 


C Ruptured ectopic pregnancy 
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A 19-year-old man presents with multiple 
episodes of unexplained abdominal pain. He 
also has documented positive faecal occult 
bloods. 

On examination, there is peri-oral 
pigmentation with a number of macular 
lesions which cross the vermillion border. His 
BP is normal at 110/70 mmHg, pulse is 
68/min and his BMI is 23. His abdomen is soft 
but mildly tender on palpation. 

He is admitted acutely a few days later after 
an upper gastrointestinal (Gl) haemorrhage. 
Upper Gl endoscopy reveals a number of 
hamartomatous polyps. 

Which of the following diagnoses fits best 
with this clinical picture? 

A Plummer-Vinson syndrome 


B Peutz-Jegher’s syndrome 
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68/min and his BMI is 23. His abdomen is soft 
but mildly tender on palpation. 

He is admitted acutely a few days later after 
an upper gastrointestinal (Gl) haemorrhage. 
Upper Gl endoscopy reveals a number of 
hamartomatous polyps. 

Which of the following diagnoses fits best 
with this clinical picture? 

A Plummer-Vinson syndrome 
B Peutz-Jegher’s syndrome 
C Gardener’s syndrome 

D Familial adenomatous polyposis 

E Cowden disease 
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This is an autosomal dominant disorder 
characterised by the presence of multiple 
hamartomatous polyps throughout the 
gastrointestinal tract, and mucocutaneous 
melanocytic macules. The condition has 
equal sex distribution and has been 
documented in most races. The cause is 
thought to be a mutation of the serine 
threonine kinase 11 gene. There is significant 
risk of eventual malignant transformation. 
Almost half of all Peutz-Jegher’s syndrome 
patients develop and die from cancer by the 
age of 57 years. The mean age at first 
diagnosis of cancer is 43 years. The 
cumulative risks of cancer development are 
highest for the stomach, colon, pancreas and 
breast. Regular surveillance examinations, 
endoscopies and ultrasound imaging (yearly) 
are recommended. 



A Plummer-Vinson syndrome 
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A 72-year-old man presents with a 4-day 
history of vomiting, headache, jaundice, fever 
and generalised upper abdominal tenderness 
on examination. There are quiet bowel 
sounds and he has not passed a motion for 
the past four days. 

His blood pressure is 90/60 mmHg, pulse is 
110/min, regular. His past medical history 
includes a laparoscopic cholecystectomy 10 
years ago and he takes regular aspirin and 
amlodipine for hypertension. 


Blood tests show: 


Hb 

13.1 g/dl 

MCV 

84 fl 

WCC 

16.4 x io 9 /l 

Platelets 

314 x 10 9 /l 

Sodium 

144 mmol/I 
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Question 1 of 238 


amiodipine ror nypertension. 


Blood tests show: 


Hb 

13.1 g/dl 

MCV 

84 fl 

WCC 

16.4 x TO 9 /! 

Platelets 

314 x 10 9 /I 

Sodium 

144 mmol/I 

Potassium 

4.9 mmol/l 

Creatinine 

172 pmol/l 

Bilirubin 

217 pmol/l 

ALT 

340 U/l 

ALP 

565 U/l 


Assuming that you have already taken blood 
cultures, checked an arterial blood gas and 
started antibiotics, which is the next most 
appropriate investigation? 
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Question 1 of 238 



Assuming that you have already taken blood 
cultures, checked an arterial blood gas and 
started antibiotics, which is the next most 
appropriate investigation? 


A 

B 

C 

D 


Erect chest X-ray 


Abdominal ultrasound scan (USS) 


Urgent CT of the abdomen 


Endoscopic retrograde 
cholangiopancreatography (ERCP) 


E Magnetic resonance 

cholangiopancreatography (MRCP) 
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cholangiopancreatography (MRCP) 



Explanation 



The story is highly suggestive of ascending 
cholangitis. In the acute setting the most 
important first steps in management are to 
exclude bowel perforation (erect chest) and 
to evaluate the degree of metabolic 
compromise due to sepsis/shock (arterial 
blood gas, ABG) to determine the need for 
high-dependency care. 


E I Magnetic resonance 

I cholangiopancreatography (MRCP) 


MRCP may be useful in evaluating 
architecture of the biliary tree, but is less 
important than ruling out a perforation first. 
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Question 1 of 238 


MRCP may be useful in evaluating 


architecture of the biliary tree, but is less 


important than ruling out a perforation first 


B Abdominal ultrasound scan (USS) 

Abdominal USS comes later, and is 
specifically instituted to rule out dilatation of 
the biliary tree. 


C Urgent CT of the abdomen 

CT may be useful in this situation, but the 
benefit risk favours other investigations such 
as MRCP because of haemodynamic 
instability related to sepsis. 


D Endoscopic retrograde 

cholangiopancreatography (ERCP) 


Given that ERCP is invasive and gives only 
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A 66-year-old man is under investigation for 
recurrent fevers and arthralgia. He has had 
episodes of fevers over the last 4 years 
associated with seronegative non-destructive 
arthropathies. Episodes have been 
characterised by elevated C-reactive protein 
(CRP) and have responded to antibiotics. 
Blood cultures have been persistently 
negative. 


On this admission, the patient complains of 
persistent diarrhoea and weight loss over the 
last 6 months, as well as myalgia. His wife has 
noticed that he has become more forgetful 
of late. 


On examination, he is pale and thin, and 
auscultation reveals a systolic murmur in the 
aortic area. Central nervous system (CNS) 
examination shows signs of mild ataxia. 

Investigations: 


Hb 11.5 g/dl 
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examination shows signs of mild ataxia. 


nvestigations: 


Hb 

11.5 g/dl 

WCC 

10.0 x io 9 /l 

PLT 

300 x 10 9 /I 

Bilirubin 

10 pmol/l (1-22) 

AST 

16 U/l (1-31) 

ALT 

21 U/l (5-35) 

Albumin 

29 g/l (37-49) 

CRP 

82 

ESR 

76 mm/h 


What is the most likely diagnosis? 


A Histoplasmosis 
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ALT 21 U/l (5-35) 
Albumin 29 g/l (37-49) 
CRP 82 


ESR 76 mm/h 


What is the most likely diagnosis? 


A Histoplasmosis 
B Whipple’s disease 

C Giardiasis 


D H. pylori infection 

E Sickle cell crisis 
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Whipple’s disease is a rare but potentially 
fatal condition caused by an abnormal host 
immune response to the intracellular 
organism Tropheryma whippeli. Symptoms 
include seronegative arthropathy (>70%), 
weight loss (>90%) and diarrhoea (>70%), 
Cardiac complications including pericarditis 
and valvular heart disease occur in up to 30% 
of patients, and central nervous system 
(CNS) manifestations (including ocular 
disturbances, higher-function abnormalities 
and cerebellar symptoms) occur in 15%. 
Biochemical abnormalities include a systemic 
inflammatory response with anaemia and 
hypoalbuminaemia secondary to 
malabsorption. 


The histological hallmarks of the disease are 
(1) lipid deposition in the lamina propria of 
intestinal villi and (2) the presence of lipid- 
containing macrophages with sickle-like 
inclusion bodies that stain with diastase- 
resistant Periodic acid Schiff reagent (PAS). 
Polymerase chain reaction (PCR)-based 
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inclusion bodies that stain with diastase- 
resistant Periodic acid Schiff reagent (PAS). 
Polymerase chain reaction (PCR)-based 
detection from affected tissues and body 
fluids is now possible. Treatment is with 
protracted courses of antibiotics. 


A Histoplasmosis 

Although macrophage infiltration of the 
small bowel is associated with 
histoplasmosis, the clinical features seen in 
this case are not usually seen with 
histoplasmosis - a large encapsulated 
organism that predominantly affects the 
respiratory system. 


C Giardiasis 

This is a parasitic infection that is spread by 
contaminated food and water. Infection 
presents with gastrointestinal symptoms, 
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Question 3 of 238 


A 32-year-old woman presents to 
Outpatients after noticing the whites of her 
eyes changing colour. She is 36 weeks’ 
pregnant with her first child. She feels well in 
herself and has no relevant past medical 
history other than a transient episode of 
jaundice in her late teens, and takes no 
medication. There is no history of recent 
travel. 


Clinical examination reveals icteric sclerae 
and excoriations on the upper arms. 


Investigations: 


Bilirubin 

150 pmol/l (1- 
22) 

Alanine aminotransferase 
(ALT) 

150 u/l (5-35) 

Alkaline phosphatase 

600 u/l (45- 

(ALP) 

105) 

A_11_ • _ 

o 

OnJ 

i 

Ahmed's screen 















Bilirubin 

150 (jmol/l (1- 
22) 

Alanine aminotransferase 
(ALT) 

150 u/1 (5-35) 

Alkaline phosphatase 

600 u/l (45- 

(ALP) 

105) 

Albumin 

40 g/l (37- 
49) 

Urinalysis 

Bilirubin +++ 

Haemoglobin (Hb) 

11.0 g/dl 

White cell count (WCC) 

5.0 x io 9 /l 

Platelets 

350 x 10 9 /I 

Prothrombin time (PT) 

17 s (11.5-15.5) 


What is the most likely diagnosis? 


A Pre-eclampsia 








White cell count (WCC) 5.0 x 10 9 /l 
Platelets 350 x 10 9 /l 

Prothrombin time (PT) 17 s (11.5-15.5) 


What is the most likely diagnosis? 

A Pre-eclampsia 

B HELLP syndrome (haemolysis, 

elevated liver enzymes and low 
platelets) 

C Cholestasis of pregnancy 
D Hepatitis E 


E 


Acute fatty liver of pregnancy 
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Cholestasis of pregnancy is by far the most 
likely diagnosis. This condition is caused by a 
bile acid transporter defect and usually 
manifests in the last trimester. It is not 
associated with significant constitutional 
symptoms for the mother, although the risk 
of stillbirth and postpartum haemorrhage is 
slightly increased. Milder episodes may have 
occurred earlier in life associated with 
hormonal contraception, and it recurs in 
subsequent pregnancies. Prothrombin time 
may be prolonged in any cholestatic process 
due to deficiency of vitamin K. 

Pre-eclampsia, HELLP syndrome and acute 
fatty liver of pregnancy form a spectrum of 
disease known as toxaemias of pregnancy. 

All are associated with constitutional 
symptoms and are potentially life- 
threatening. 
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likely diagnosis. This condition is caused by a 
bile acid transporter defect and usually 
manifests in the last trimester. It is not 
associated with significant constitutional 
symptoms for the mother, although the risk 
of stillbirth and postpartum haemorrhage is 
slightly increased. Milder episodes may have 
occurred earlier in life associated with 
hormonal contraception, and it recurs in 
subsequent pregnancies. Prothrombin time 
may be prolonged in any cholestatic process 
due to deficiency of vitamin K. 

Pre-eclampsia, HELLP syndrome and acute 
fatty liver of pregnancy form a spectrum of 
disease known as toxaemias of pregnancy. 

All are associated with constitutional 
symptoms and are potentially life- 
threatening. 


A Pre-eclampsia 

Pre-eclampsia is defined as pregnancy- 
induced hypertension with proteinuria. There 
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A 30-year-old woman in her third trimester 
of pregnancy presents with deranged liver 
enzymes and right upper quadrant pain. 

Her blood pressure (BP) is 165/90 mmHg, 
and her pulse is 96 bpm. This is her first 
pregnancy, and she is normally fit. She 
admits no risk factors for hepatitis. 

There is no family history of liver disorders, 
and she is not on any regular medications. 


Investigations: 


Haemoglobin Hb) 

61 g/l 

White cell count 
(WCC) 

6.7 x io 9 /l 

Platelets (PLT) 

47 x 10 9 /I 

Sodium (Na + ) 

138 mmol/l 

Potassium (K + ) 

4.4 mmol/l 












Haemoglobin (Hb) 

White cell count 
(WCC) 


61 g/l 


6.7 x 10 9 /I 


Platelets (PLT) 47 x 10 9 /I 


Sodium (Na + ) 
Potassium (K + ) 
Creatinine (Cr) 


138 mmol/I 
4.4 mmol/I 


100 pmol/ 


Bilirubin 


7 [jmol/l 


Alanine 

transaminase (ALT) 


682 u/l 


Alkaline 

phosphatase (ALP) 


280 u/l 


Gamma glutamyl 

transpeptidase 40 u/l (4-35) 

(GGT) 


Urine dipstick 


Blood+, protein+++, 
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Gamma glutamyl 

transpeptidase 40 u/l (4-35) 

(GGT) 

,, . , Blood+, protein+++, 

Urine dipstick , t 

leukocytes-, nitrites 

What is the most likely diagnosis? 


A Alcohol-induced liver disease 


B Cholangitis 

C Hereditary haemochromatosis 
D HELLP syndrome 
E Primary biliary cholangitis 








HELLP is a syndrome characterised by 
Haemolysis, Elevated Liver enzymes and Low 
Platelet count. It is thought to represent a 
form of pre-eclampsia. Thrombocytopenia 
occurs as a result of microangiopathic 
haemolytic anaemia. This takes place within 
the sinusoids, resulting in fibrin deposition, 
which leads to congestion, hepatic ischaemia 
and transaminitis. Treatment is with 
antihypertensive drugs, such as labetalol, to 
control hypertension, magnesium to prevent 
convulsion and prompt delivery. 


A Alcohol-induced liver disease 


The anaemia indicates haemolysis; in 
conjunction with the elevated 
(predominantly hepatitic) liver enzymes and 
low platelets, in the context of hypertension 
and proteinuria (ie pre-eclampsia), this lends 
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A 45-year-old man is referred by his general 
practitioner (GP) for an upper 
gastrointestinal (Gl) endoscopy. He describes 
a 3-month history of worsening epigastric 
pain and anorexia. He suffers from chronic 
back pain following a road traffic accident 5 
years ago. He smokes 10 cigarettes per day 
and drinks 30 units of alcohol per week. 

Examination is unremarkable and all his 
blood tests are normal. You perform a 
gastroscopy, and there is no blood in the 
stomach. 

The oesophagus and duodenum look normal, 
but the appearance below is seen in the 
antral region of the stomach (see below). 
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Which of the following is the most 
appropriate management step? 


A Refer back to the GP for smoking 

cessation advice 


B Eradicate pylori if present 


C Refer for partial gastrectomy 


D Repeat endoscopy in 2 weeks 

E Adrenalin injection to the base of 

the lesion 
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E Adrenalin injection to the base of 

the lesion 


Explanation 



The endoscopic appearance is that of a large 
gastric ulcer with a white sloughy base. H. 
pylori, aspirin, corticosteroids, non-steroidal 
anti-inflammatory drugs (NSAIDs) and 
smoking are aetiological factors for gastric 
ulcer. Other less common causes include 
Crohn’s disease, tuberculosis and 
vasculitides. Biopsy for histological analysis is 
important from the ulcer edge, to exclude 
malignancy. The association of H. pylori with 
gastric ulceration is weaker (60-70%) than 
with duodenal ulceration (90%), but 
eradication therapy may prevent recurrence. 
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Question 5 of 238 



D Repeat endoscopy in 2 weeks 

There is no indication for repeat endoscopy 
after only 2 weeks. H. pylori eradication 
should be attempted first, with a follow-up 
endoscopy at least 4-6 weeks later. 


E 


Adrenalin injection to the base of 
the lesion 


As the ulcer is covered in slough and there is 
no active bleeding, injection therapy is not 
indicated; disturbing the overlying slough 
may actually increase the risk of further 
haemorrhage. 


Rate this question: 
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A 46-year-old female general practitioner 
(GP) presents with a 2-month history of 
itching and lethargy, now complicated by 
jaundice. According to the patient there is no 
previous history of use of drugs or excess 
alcohol. Viral screen for causes of hepatitis is 
negative. A past medical history of 
hypothyroidism treated with thyroxine is 
noted. 


Investigations: 


Bilirubin 

286 p mo I/I 

AST 

456 U/l 

GT 

392 U/l 

ALP 

242 U/l 


Which investigation is most likely to confirm 
the likely clinical diagnosis? 
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AST 456 U/l 

GT 392 U/l 

ALP 242 U/l 


Which investigation is most likely to confirm 
the likely clinical diagnosis? 

A CT abdomen 

B Ultrasound abdomen 

C MRI liver 


D Magnetic resonance 

cholangiopancreatography (MRCP) 

E Liver biopsy 
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Explanation 


0 


This woman, in her fifth decade, presents 
with jaundice and predominantly a 
transaminitis. The most likely cause, in the 
absence of a positive drug history, no history 
of excess alcohol consumption and no 
history to suggest infection, would be 
autoimmune hepatitis. Generally, in these 
cases imaging is unhelpful and liver biopsy is 
the correct answer as this would be the 
investigation of choice. Biopsy usually shows 
the classical features of interface hepatitis 
(i.e. piecemeal necrosis, bridging necrosis 
and fibrosis). About 78-90% of sufferers 
from autoimmune hepatitis are women; the 
incidence in Western Europe is 0.69/100,000 
per year. There are associations with HLA B8, 
B14, DR3 and DR4. Her history of 
autoimmune disease (hypothyroidism) makes 
autoimmune hepatitis a strong possibility. 
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Question 6 of 238 



This will not help you in making a diagnosis 
of autoimmune hepatitis, and more than 
often will be normal. 


B Ultrasound abdomen 

Although this is an essential screening tool in 
the investigation of abnormal LFTs, the 
question asks which investigation will most 
likely confirm the diagnosis, and an 
ultrasound abdomen in a patient with 
autoimmune hepatitis is likely to be norma 
unless the they are cirrhotic. 


C MRI liver 


It will not aid in the diagnosis and is more 
useful for investigating specific liver lesions. 


D Magnetic resonance 

rhnlanninnanrrpatnnrflnhv fMRrP^ 
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A 23-year-old woman from Vietnam presents 
with fever, abdominal pain and weight loss. 
There is no diarrhoea or rectal bleeding. Her 
mother has liver cirrhosis secondary to 
hepatitis C. She has no past medical 
problems. 


On examination, she is pyrexial, there is no 
lymphadenopathy, her abdomen is soft and 
there is a 2 cm tender hepatomegaly. 


Liver function tests are as below: 


Bilirubin 

33 (j mo I/I 

ALT 

89 U/l (5-35) 

ALP 

190 U/l (30-150) 

GGT 

105 U/l 

Anti -Entamoeba 


histolytica 

+ 


antibodies 
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Ultrasound 


in left lobe of liver 


An aspiration is planned. 

Which option is considered the most 
appropriate antibiotic therapy for her liver 
abscess? 

A 10-day course of metronidazole 

B 10 day course of ciprofloxacin 

C 14 day course of co-amoxiclav 

D 2-week course of albendazole 


E 2-week course of doxycycline 
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Explanation 


<* 


For larger liver abscesses aspiration is the 
intervention of choice, combined with 
antibiotic therapy. Liver abscesses due to 
amoebae mainly occur in endemic tropical 
countries. Clinical presentation can be 
indistinguishable from pyogenic abscesses. 
The collection is commonly single and 
confined to the right lobe, but multiple left¬ 
sided abscesses may also occur. Specific 
anti-E histolytica antibodies can be found in 
the sera of over 90% of patients with 
amoebic liver abscess. Management involves 
treatment with a 10-day course of 
metronidazole. 


B 


10 day course of ciprofloxacin 
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C 14 day course of co-amoxiclav 

Although co-amoxiclav is a potential option 
for Gram-negative liver abscess, quinolones 
are generally the preferred first choice 
because of the risk of cholestatic jaundice 
associated with prolonged use of co- 
amoxiclav. 


D 2-week course of albendazole 

Albendazole is effective therapy for 
echinococcal or hydatid cysts rather than for 
amoebic liver abscess. 


E 2-week course of doxycycline 

Doxycycline is a standard intervention for the 
treatment of Chlamydia. 
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A 27-year-old woman presents to the 
Emergency Department with severe agitation 
and anxiety and is complaining of abdominal 
pain. You understand from her notes that this 
has happened on six occasions over the past 
four years, on one of which she underwent 
surgery. 


Her blood pressure is elevated at 155/95 
mmHg, and her pulse is 92 bpm and regular. 
Her body mass index (BMI) is 25 kg/m 2 . Her 
abdomen is soft, although there is 
generalised tenderness. Admission blood 
testing is normal, apart from mild 
neutrophilia and a low sodium level at 130 
mmol/l. 

A picture of her abdomen is shown below. 
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Question 8 of 238 



Which of the following diagnoses would you 
consider most likely for this patient? 


A 


Acute intermittent porphyria 



Crohn’s disease 


C 


Irritable bowel syndrome (IBS) 


D 


Pelvic inflammatory disease 


E 


Somatoform disorder 
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D Pelvic inflammatory disease 

E Somatoform disorder 


Explanation 




r mittent porphyria 


In a patient presenting with multiple 
episodes of abdominal pain, symptoms of 
agitation with psychiatric disturbance, 
hyponatraemia and mild neutrophilia, acute 
intermittent porphyria, although a rare 
diagnosis, should be considered. U rinary 
porphobilinogen levels measured during an 
acute attack is the initial screening test of 
choice. The patient should avoid drugs which 
can precipitate an acute attack, including 
hormonal contraceptives. 


B Crohn’s disease 
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A 57-year-old schoolteacher is found to have 
abnormal liver function tests at a health 
screening. Other than tiredness and 
occasional gritty eyes that she attributes to 
age, she is well. She is postmenopausal and 
takes hormone replacement therapy (HRT) 
but no other medication. She smokes 12 


cigarettes per day but takes no 

Examination is unremarkable. 

Investigations: 

alcohol. 

Bilirubin 

12 (jmol/l (1- 
22) 

ALT 

14 U/l CS¬ 
SS) 

ALP 

300 U/l 
(45-105) 

AMA 

Positive (> 

/N N. 
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ALT 

14 U/l (5- 
35) 

ALP 

300 U/l 
(45-105) 

AMA 

Positive (> 
1:160) 

Anti-dsDNA 

Weakly 

positive 


High-density lipoprotein 4.0 mmol/l 

(HDL) cholesterol (> 1.55) 

Liver-kidney microsomal 
antibody (anti-LKM) 

Low-density lipoprotein 4.0 mmol/l 

(LDL) cholesterol (< 3.36) 


Plasma thromboplastin (PT) 


12 s (11.5- 
15.5) 


Smooth muscle antibody 

( S M A i 
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Question 9 of 238 



Low-density lipoprotein 
(LDL) cholesterol 

Plasma thromboplastin (PT) 

Smooth muscle antibody 
(SMA) 


4.0 mmol/I 
(< 3.36) 

12 s (11.5- 
15.5) 


Which treatment would you initiate? 

A Prednisolone 

B Ursodeoxycholic acid 
C Cholestyramine 
D Azathioprine 

E Budesonide 
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Explanation 


O 


The presence of anti-mitochondrial 
antibodies (in 90-95% of cases) in 
conjunction with a raised ALP is strongly 
suggestive of primary biliary cholangitis 
(PBC), formerly known as primary biliary 
cirrhosis. PBC is primarily a disease of 
middle-aged women and is associated with 
other autoimmune conditions, notably 
Sjogren syndrome, scleroderma and systemic 
lupus erythematosus (SLE). Common serum 
abnormalities at presentation include raised 
ALP and serum lipids. Studies have shown 
that particularly in early disease, 
ursodeoxycholic acid is well tolerated, 
improves liver biochemistry and may slow 
disease progression. 


A Prednisolone 
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Question 9 of 



This is a bile acid sequestrant used to treat 
pruritis in PBC, but this patient does not have 
any symptoms of pruritis. 



D Azathioprine 

This is used to treat autoimmune hepatitis, 
but trials have shown no benefit in the 
context of PBC. 


E Budesonide 

Again, steroids have not been shown to 
improve symptoms or alter disease 
progression in PBC. 


Rate this question: 



Next Question 
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Question 10 of 



A 42-year-old woman presents to the clinic 
with symptoms of indigestion and heart burn 
that have worsened over the past 18 months. 
She is most concerned as her uncle died of 
oesophageal carcinoma. You arrange an 
upper Gl endoscopy on the routine list. 

Investigations: 


Hb 

13.1 g/dl 

WCC 

5.3 x io 9 /l 

PLT 

175 x io 9 /l 

Na + 

140 mmol/I 

K + 

4.9 mmol/I 

Creatinine 

100 pmol/l 


Endoscopy Helicobacter gastritis 

She is treated with eradication therapy, 
which is thought to be successful. 
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how would you aavise ner witn respect to 


the future risk of cancers / re-treatment of 


her helicobacter? 


A Her future risk of oesophageal 

carcinoma is likely to be increased 

B She can be reassured that she no 

longer has a clinically significant 
increased risk of gastric cancer 

C She is at increased risk of gastric 

lymphoma 

D She should be re-treated with 

eradication therapy every 3 years 

E Consumption of 5 units of alcohol 

per week will significantly increase 
her risk of stomach cancer 


Ahmed's screen 
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her risk of stomach cancer 


* 


Explanation 


<* 


Eradication of H.pylori can prevent the 
progression to atrophic gastritis and 
intestinal metaplasia (a premalignant 
condition). Even in patients with established 
intestinal metaplasia, eradication of H.pylori 
in patients has been shown to prevent the 
progression to gastric cancer. 

For more information see “Management of 
Helicobacter pylori - the Maastricht 
IV/Florence consensus report”. Gut. 2012. 


A Her future risk of oesophageal 

carcinoma is likely to be increased 


i @ □ iiv 
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A 21-year-old woman presents with 
intermittent abdominal discomfort, bloating 
and weight loss over the last 18 months. She 
has had two episodes of self-limiting 
diarrhoea with mucus, each lasting 5 days, 
but no rectal bleeding. She avoids vegetables 
and fruits as they make her bloating worse. 
She describes herself as a ‘skinny child’ but 
finds that her weight has fluctuated over the 
last few years. Apart from asthma, she has no 
other medical problems. 

She works as a cashier and smokes five 
cigarettes a day. She drinks socially. She has 
also noticed an itchy, blistering rash on her 
elbows which she puts down to an insect bite 
after her weekend visit to the New Forest. 
This similar rash is now affecting her 
buttocks. 


Her height is 166 cm, weight 44 kg. 
Cardiovascular, respiratory, abdominal and 
neurological examinations are normal, as are 
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She describes herself as a ‘skinny child’ but 
finds that her weight has fluctuated over the 
last few years. Apart from asthma, she has no 
other medical problems. 


She works as a cashier and smokes five 
cigarettes a day. She drinks socially. She has 
also noticed an itchy, blistering rash on her 
elbows which she puts down to an insect bite 
after her weekend visit to the New Forest. 
This similar rash is now affecting her 
buttocks. 


Her height is 166 cm, weight 44 kg. 
Cardiovascular, respiratory, abdominal and 
neurological examinations are normal, as are 
rectal examination and rigid sigmoidoscopy. 


Hb 

9.0 g/dl 

WCC 

4.2 x 10 9 /l 

PLT 

105 x 1071 

MCV 

70 fl 



Audio Video Share Participants More 








3G 


*4* 


ImJ 


'©' (■ ]• 12:45 


O 


820 - 068 - 1014 


< 


Question 11 of 238 


* 




MCV 


70 fl 


Na 


132 mmol/I 


K 


+ 


4.4 mmol/I 


Urea 2.5 mmol/l 

Creatinine 60 pmol/l 

ALP 205 U/l (30-150) 

ALT 25 U/l (5-35) 

Albumin 32 g/l 

B 12 200 ng/l (160-900) 

Folate 4 [jg/l (2-11) 

Ferritin 2 jjg/l (4-120) 


What further investigation is most likely to 
contribute towards making the diagnosis? 
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ALT 25 U/l (5-35) 

Albumin 32 g/l 

B 12 200 ng/l (160-900) 

Folate 4 |jg/l (2-11) 

Ferritin 2 pg/l (4-120) 

What further investigation is most likely to 
contribute towards making the diagnosis? 


A CRP 

B Immunoglobulin levels 
C Anti-TTG antibody titre 
D Skin scrapings 

E Abdominal ultrasound scan 
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The most likely diagnosis is coeliac disease, 
especially with the picture of iron and folate 
deficiency and a normal B 12 . She is likely to 
have hyposplenism and Howell-Jolly bodies 
may be seen on blood film. There is a history 
of weight loss and her body mass index is 16, 
confirming that she is underweight. 

Ulcerative colitis is less likely with a normal 
sigmoidoscopy. Crohn’s disease is a 
possibility, but the rash of dermatitis 
herpetiformis is associated with a gluten- 
sensitive enteropathy. It is a blistering, 
subepidermal eruption of the skin seen on 
extensors and pressure areas, which improve 
on a gluten-free diet. Vitamin D 
malabsorption results in osteomalacia (raised 
alkaline phosphatase) and secondary or 
tertiary hyperparathyroidism. Serological 
tests for coeliac disease have become more 
widely available. Anti-gliadin, anti-endomysial 
and anti-tissue transglutaminase antibody 
tests are available, with the last of these 
having sensitivity and specificity up to 100%. 



Audio Video Share Participants More 


















* 4 * 


4G 


* 


Q 'O' 



12 : 




820 - 068 - 1014 


End 


Question 11 of 


may be seen on blood film. There is a history 
of weight loss and her body mass index is 16, 
confirming that she is underweight. 

Ulcerative colitis is less likely with a normal 
sigmoidoscopy. Crohn's disease is a 
possibility, but the rash of dermatitis 
herpetiformis is associated with a gluten- 
sensitive enteropathy. It is a blistering, 
subepidermal eruption of the skin seen on 
extensors and pressure areas, which improve 
on a gluten-free diet. Vitamin D 
malabsorption results in osteomalacia (raised 
alkaline phosphatase) and secondary or 
tertiary hyperparathyroidism. Serological 
tests for coeliac disease have become more 
widely available. Anti-gliadin, anti-endomysial 
and anti-tissue transglutaminase antibody 
tests are available, with the last of these 
having sensitivity and specificity up to 100%. 
It can be used as a method of monitoring 
response to gluten-free diets. Small bowel 
biopsy remains the ‘gold standard’ and may 
show total or subtotal villous atrophy with 
increased intra-epithelial lymphocytes. 
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A 34-year-old man who has undergone right 
hemi-colectomy for Crohn’s disease 6 
months ago comes to the clinic for review. 
He is generally happy with the result, but is a 
bit upset that he still has problems with 
diarrhoea. Medications include budesonide 
and mesalazine, B u replacement and 
occasional codeine to help suppress the 
diarrhoea. He tells you the stools have a high 
volume and are difficult to flush away. 

On examination, his abdomen is soft and 
non-tender, and he has a scar from his 
previous surgery. 

Investigations: 


Hb 

11.9 g/dl 

WCC 

5.5 x io 9 /l 

PLT 

192 x 10 9 /I 

Na + 

139 mmol/l 
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Investigations: 


Hb 

11.9 g/dl 

WCC 

5.5 x io 9 /l 

PLT 

192 x 10 9 /I 

Na + 

139 mmol/l 

K + 

4.0 mmol/l 

Creatinine 

95 [jmol/l 

Albumin 

39 g/l 

ESR 

14 mm/h 

14 C glycolate test 

Abnormal 

Upper Gl endoscopy & 
colonoscopy 

Unremarkable 



Which of the following is the most likely 
diagnosis? 
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ESR 

14 mm/h 

14 C glycolate test 

Abnormal 

Upper Gl endoscopy & 

Unremarkable 

colonoscopy 


Which of the following is the most likely 
diagnosis? 

A Bacterial overgrowth syndrome 

B Tropical sprue 

C Bile acid malabsorption 

D Short bowel syndrome 


E 


Terminal ileal Crohn's disease 
















4G - 

.1 * 

mi\s\ Q 'O' MD 

12:51 

< 

Question 12 of 238 


E 

Terminal ileal Crohn’s disease 


Explanation 

o 


The ileum plays an important role in the 
reabsorption of bile salts, and it is likely that 
a portion was resected during this man’s 
right hemicolectomy. Bile acid malabsorption 
leads to chronic diarrhoea, as unabsorbed 
bile salts pass into the colon stimulating 
water and electrolyte secretion. The 14 C 
glycolate test has existed since the 1970s as 
a way to estimate bile acid malabsorption, 
and represents the best test for making the 
diagnosis. The diarrhoea usually responds 
well to colestyramine, which works by 
binding bile salts in the intestinal lumen. 
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A I Bacterial overgrowth syndrome 


Given this patient’s history of previous right 
hemicolectomy, dysfunctional bile salt 
reabsorption because of damage to or partial 
resection of the terminal ileum is much more 
likely than bacterial overgrowth as the 
underlying diagnosi. 

B Tropical sprue 

Tropical sprue is defined as chronic, 
progressive malabsorption in a patient in or 
from the tropics. In this case we are given 
nothing to suggest a significant travel 
history. 


D Short bowel syndrome 


We are told that the patient has undergone a 













A 38-year-old health worker finds out that he 
has contracted hepatitis C infection from a 
needle-stick injury that he sustained 6 weeks 
ago. 

Which of the following management 
strategies is the most appropriate? 

A He requires a liver biopsy before 

consideration of treatment 

B He should receive antiviral 

treatment in the acute setting, 
which can lead to a sustained 
antiviral response in more than 80% 
of cases 

C He should be vaccinated to prevent 

spread of the virus 


AAA 


Ahmed's screen 
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consideration of treatment 

B He should receive antiviral 

treatment in the acute setting, 
which can lead to a sustained 
antiviral response in more than 80% 
of cases 

C He should be vaccinated to prevent 

spread of the virus 

D An endoscopy should be arranged 

soon to exclude oesophageal 
varices 

E He requires no treatment as the 

probability of developing cirrhosis is 
less than 5% 
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treatment in the acute setting, 
which can lead to a sustained 
antiviral response in more than 80% 
of cases 


Interferon-based antiviral treatment 
regimens have been the preferred treatment 
for acute HCV infection, and if treatment is 
started within 12 weeks, sustained virological 
response (SVR) rates of over 80% have been 
achieved. Patients with asymptomatic acute 
HCV are thought to be at increased risk for 
developing chronic infection. In these 
patients, and I patients at increased risk of 
transmission, such as surgeons, treatment is 
usually initiated at the time of diagnosis 
(rather than wait the 12 weeks from the time 
of suspected inoculation before starting 
therapy, to allow time for spontaneous viral 
clearance to occur). The use of all-oral 
direct-acting antiviral-based regimens has 
not been extensively studied in the acute 
setting. 
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A 22-year-old woman presents with a severe 
headache, peripheral oedema and 
indigestion. She is 32 weeks’ pregnant with 
her first child. 

On examination, her BP is 140/90 mmHg and 
she looks tired; her ankles are swollen. 

Investigations: 

Hb 9.0 g/dl 

WCC 7.1 x 10 9 /l 

PLT 68 x 10 9 /I 

Na + 139 mmol/I 

K + 4.4 mmol/l 

Creatinine 185 pmol/l 
AST 205 U/l 


ALT 


150 U/l 
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Bilirubin 


80 umol/l 


INR 


1.0 


Urine 


Protein++ 


Which of the following is the most likely 
diagnosis? 


A Acute fatty liver of pregnancy 

B Cholestasis of pregnancy 

C Pre-eclampsia 
D Eclampsia 

E Idiopathic thrombocytopaenic 

purpura (ITP) 







Explanation 


& 


The combination of severe headache, 
peripheral oedema, indigestion and 
proteinuria is very classical for pre-eclampsia. 
This patient has associated HELLP syndrome. 
Micro-angiopathic haemolytic anaemia, 
which accounts for the blood picture seen 
here, is typical of the situation. Of paramount 
importance is control of blood pressure and 
rapid assessment of the pregnancy by the 
obstetric team. The only way to resolve pre¬ 
eclampsia is delivery of the placenta, and 
hence the neonate. 


A Acute fatty liver of pregnancy 

This is rare, occurring at around week 35 in 
pregnancy, and is associated with a 
moderate elevation in transaminases; 


* 


















abnormal, although the hypertension seen 
here is not present. 


B Cholestasis of pregnancy 

The main symptoms of cholestasis of 
pregnancy are itching and lethargy, which 
begin as early as week 25. 


D Eclampsia 

Eclampsia is where seizures are seen on top 
of the picture of pre-eclampsia described 
here. 

E Idiopathic thrombocytopaenic 

purpura (ITP) 

ITP is not associated with the other features 
seen here, including hypertension, 
proteinuria, renal impairment and abnormal 
liver function tests. 













A 59-year-old man presents to the 
Emergency Department with an acute upper 
Gl bleed. He admits to having had symptoms 
of indigestion for the past 6 months, he 
smokes 20 cigarettes per day and drinks 30 
units of alcohol per week. Most recently he 
has been taking ibuprofen for a back injury. 

On examination, is blood pressure (BP) is 
110/70 mmHg, with a pulse of 90/min; on 
moving from lying to sitting, his systolic falls 
to 90 mmHg and his pulse increases to 
105/min. He is acutely tender in the 
epigastrium and vomits up a mix of fresh and 
altered blood after the consultation. 


Investigations: 


Hb 

8.7 g/dl 

WCC 

10.2 x 10 9 /l 

PLT 

152 x 10 9 /I 
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altered blood after the consultation. 
Investigations: 


Hb 

8.7 g/dl 

WCC 

10.2 x 10 9 /l 

PLT 

152 x io 9 /l 

Na + 

138 mmol/I 

K + 

4.3 mmol/I 

Creatinine 

110 [jmol/l 

Urea 

18.2 mmol/l 

Albumin 

38 g/l 

ALT 

24 U/l 

Upper Gl 
endoscopy 

Large bleeding DU, injected 
during the procedure 




Which of the following further interventions 
has been shown to positively impact on 
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Albumin 

38 g/l 


ALT 

24 U/l 


Upper Gl 

Large bleeding DU, 

injected 


endoscopy during the procedure 

Which of the following further interventions 
has been shown to positively impact on 
prognosis? 

A Oral propranolol 

B Oral lactulose 

C IV omeprazole 

D Oral ranitidine 

E IV terlipressin 
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t iv reriipressin 


Explanation 





IV omeprazole has been proven in a number 
of meta-analyses to impact positively on 
mortality when used in addition to optimal 
endoscopic therapy. The aim of IV PPI 
therapy is to increase the pH in the stomach 
to promote coagulation. Oral PPI has also 
been shown to reduce the length of hospital 
stay and re-bleeding rates. 


A Oral propranolol 

Oral propranolol is used as a chronic 
treatment in patients with proven portal 
hypertension and varices. 


B Oral lactulose 















4G . 

.1 ■ 

mgb Q'©'P~11:01 

< 

Question 15 of 238 



treatment in patients with proven portal 
hypertension and varices. 


B Oral lactulose 


Lactulose is used to reduce absorption and 
production of ammonia from a blood meal in 
patients with liver failure who have had a 
significant Gl bleed. 



Ora 


ranitidin 


jm 



Oral H2 receptor antagonists have not been 
shown to reduce the risk of ulcer re-bleeding. 


E IV terlipressin 

Terlipressin is an acute treatment that has a 
role in the management of variceal bleeding. 
This patient has risk factors and history 
suggestive of peptic ulcer disease, and a 
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A 42-year-old Russian immigrant with a 
background of haemophilia A is admitted 
after a road traffic accident. He is transfused 
with four units of blood and given 
recombinant factor VIII concentrate. He 
otherwise appears well. He drinks 10 units of 
alcohol per week and denies and previous 
intravenous (iv) drug use. 




Investigations: 


ALT 140 U/l 

GGT 88 U/l 

ALP 120 U/l 

Bilirubin 25 pmol/l 


You suspect he has viral hepatitis. 

What diagnosis fits best with this clinical 
picture? 
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GGT 88 U/l 

ALP 120 U/l 

Bilirubin 25 |jmol/l 

You suspect he has viral hepatitis. 


What diagnosis fits best with this clinical 
picture? 

A Hepatitis A 


B Hepatitis B 


C Hepatitis C 


D Hepatitis D 


E Hepatitis E 
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£ 


D 


Hepatitis D 


E 


Hepatitis E 


Explanation 





Unfortunately, due to inadequate screening 
of donated blood and the pooling of multiple 
samples, significant numbers of haemophilia 
patients have been infected with hepatitis C 
virus following blood transfusions, so option 
C is correct. The picture seen here is most 
typical of hepatitis C infection, and around 
50% of patients are diagnosed on routine 
liver function testing with an isolated rise in 
alanine transferase (ALT). Diagnosis is made 
by confirming the presence of hepatitis C 
antibodies using ELISA. 
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A 28-year-old woman presents with 
intermittent episodes of diarrhoea, 
constipation, abdominal bloating and 
flatulence. She has not lost weight over the 
course of the past year. 

Clinical examination is unremarkable. Her BP 
is 110/70 mmHg, pulse is 65/min and regular, 
BMI 24 and her abdomen is soft and non¬ 
tender. Faecal occult bloods are negative 
and haematological and biochemical 
investigations are unremarkable. 

Which of the following diagnoses fits best 
with this clinical picture? 

A Colonic carcinoma 

B Crohn’s disease 
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is 110/70 mmHg, pulse is 65/min and regular, 
BMI 24 and her abdomen is soft and non¬ 
tender. Faecal occult bloods are negative 
and haematological and biochemical 
investigations are unremarkable. 

Which of the following diagnoses fits best 
with this clinical picture? 


A Colonic carcinoma 


B Crohn’s disease 


C Coeliac disease 


D Ulcerative colitis 


E Irritable bowel syndrome 



Ahmed's screen 







46 


I 







>1 • 


11:06 


O 


820 - 068 - 1014 


bn *" 1 

~*='l 1 A 


X-4 



Explanation 



In the presence of a normal physical 
examination and a series of normal 
investigations, irritable bowel syndrome is 
the most likely diagnosis here. Many patients 
with symptoms of irritable bowel syndrome 
also have lactose intolerance. Hence, a trial of 
dairy-free diet may bring about significant 
improvement in symptoms, as unmetabolised 
lactose contributes to large bowel symptoms 
of bloating and flatulence because lactose 
provides a substrate for metabolism by 
colonic bacteria. Other components of the 
diet may be excluded on a trial basis to 
assess the impact on symptoms. 
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A 26-year-old man with human 
immunodeficiency virus (HIV) infection 
presents with spiking temperatures over the 
past two weeks, right upper quadrant pain 
and abnormal liver function tests. He has a 
low CD4 count. Ultrasound scan and 
computed tomography (CT) scan are norma 

Blood tests show: 


Hb 

12.0 g/dl 

White blood count 

4.0 x io 9 /l 

Platelets 

151 x io 9 /l 

International normalised 
ratio (INR) 

1.0 

Bilirubin 

20 pmol/l 

Alanine aminotransferase 
(ALT) 

37 U/l (5-35) 

















Gamma GT (GGT) 


189 


Albumin 


35 g/l 


What is the best way to establish the 
underlying diagnosis? 

A Blood culture 

B Liver biopsy 

C Magnetic resonance 

cholangiopancreatography (MRCP) 

D Endoscopic retrograde 

cholangiopancreatography (ERCP) 

E CT abdomen 
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Biliary involvement in HIV infection is 
commonly known as AIDS (acquired 
immunodeficiency syndrome) 
cholangiopathy, and is a syndrome of biliary 
obstruction resulting from infection-related 
strictures of the biliary tract. There is a 
spectrum of involvement including acute 
acalculous cholecystitis, papillary stenosis 
and sclerosing cholangitis. Cholangiopathy is 
mostly associated with Cryptosporidium 
parvum, but other pathogens have also been 
identified, including cytomegalovirus (CMV) 
and Microsporidium. 

The definitive diagnosis of cholangiopathy is 
made with direct visualisation by endoscopic 
retrograde cholangiopancreatography 
(ERCP), which can reveal several patterns of 
biliary abnormality; the combination of 
oaoillarv stenosis and sclerosing cholangitis 


Q czti (h .S? 
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mostly associated with Cryptosporidium 
parvum, but other pathogens have also been 
identified, including cytomegalovirus (CMV) 
and Microsporidium. 


The definitive diagnosis of cholangiopathy is 
made with direct visualisation by endoscopic 
retrograde cholangiopancreatography 
(ERCP), which can reveal several patterns of 
biliary abnormality; the combination of 
papillary stenosis and sclerosing cholangitis 
is the most unique to AIDS cholangiopathy. 
ERCP also allows both confirmation of the 
diagnosis and the performance of 
therapeutic procedures, if indicated. Biliary 
brushings and biopsy, biliary aspiration, and 
small bowel biopsy can also be performed to 
aid in diagnosis, including detection of the 
etiologic agent using appropriate stains. 
However, other studies (particularly 
ultrasound and magnetic resonance 
cholangiopancreatography [MRCP]) can be 
helpful in early evaluation, and in selecting 
patients for ERCP. 
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This is a cost-effective and sensitive initial 
screening investigation, but ECRP is 
considered the definitive modality, and 
carries further diagnostic and therapeutic 
options. 


A Blood culture 

This would not particularly contribute to 
diagnosis - imaging of the biliary tree is 
required to explore this patient’s symptoms 
pattern of liver enzyme derangement. 

B Liver biopsy 

Liver biopsy has little value in the diagnosis 
of AIDS cholangiopathy; diagnosis is 
informed by imaging of the biliary tree. 


E CT abdomen 
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A 56-year-old man presents in Accident and 
Emergency with sudden-onset chest pain. He 
has had severe gastroenteritis for the last 48 
h and reports severe epigastric pain radiating 
to his back, which he says came on suddenly 
during a paroxysm of vomiting. His medical 
history includes ischaemic heart disease. 

On examination, his blood pressure is 120/80 
mmHg and he has a small left pleural 
effusion. The electrocardiogram shows T- 
wave inversion in lead III in association with a 
sinus tachycardia of 100 bpm. 

Which of the following tests would you 
organise to best confirm your clinical 
diagnosis? 

A D-dimer 

B Echocardiogram _ 
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On examination, his blood pressure is 120/80 
mmHg and he has a small left pleural 
effusion. The electrocardiogram shows T- 
wave inversion in lead III in association with a 
sinus tachycardia of 100 bpm. 

Which of the following tests would you 
organise to best confirm your clinical 
diagnosis? 


A D-dimer 


B Echocardiogram 


C Troponin levels 


D Serum amylase 
E Gastrograffin swallow 
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Explanation 



E I Gastrograffin swallow 


Severe gastroenteritis is associated with 
vomiting and diarrhoea. This, in combination 
with sudden-onset chest pain and a pleural 
effusion, raises the suspicion of oesophageal 
perforation. A gastrograffin swallow, using a 
water-soluble contrast medium, will 
demonstrate the site of the perforation. 


D I Serum amylase 


Serum amylase is a useful investigation for 
acute pancreatitis, which causes epigastric 
pain radiating to the back and which can be 
associated with vomiting and tachycardia, as 
well as pleural effusion. However, the 
absence of causes such as gallstones or 
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effusion, raises the suspicion of oesophageal 
perforation. A gastrograffin swallow, using a 
water-soluble contrast medium, will 
demonstrate the site of the perforation. 


D I Serum amylase 


Serum amylase is a useful investigation for 
acute pancreatitis, which causes epigastric 
pain radiating to the back and which can be 
associated with vomiting and tachycardia, as 
well as pleural effusion. However, the 
absence of causes such as gallstones or 
alcohol, the sudden onset of pain during 
vomiting and the location of pain make this 
less likely. 

A D-dimer 

The presence of sudden-onset chest pain 
with T-wave inversion and sinus tachycardia 
could be suggestive of a diagnosis of 
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suggested by a differential blood pressure in 


the limbs and absence of other symptoms 


such as gastroenteritis. 


C Troponin levels 

Troponin is a cardiac enzyme, and troponins 
T and I are measured clinically. Raised 
troponin can suggest myocardial infarction, 
pericarditis, myocarditis, PE, sepsis or recent 
CPR. The sudden onset of chest pain in a 
male with a previous history of ischaemic 
heart disease makes a diagnosis of infarction 
more likely, as do the T-wave changes on the 
ECG, but the fact that the pain is radiating to 
the back and started during vomiting makes 
it less likely. 


Rate this question: 



Next Question 
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A 44-year-old man presents with a 10-month 
history of pain in his lower back, hips, ankles 
and feet. He has tried osteopathy, 
acupuncture and diclofenac, but had no 
relief. He has also been feeling increasingly 
tired and breathless on walking up steep 
inclines. He had lost 10 kg in the last 6 
months despite eating reasonable meals. He 
had no dysphagia, change in bowel habit or 
night sweats. He smokes 30 cigarettes/day 
and drinks two pints of beer 3 times per 
week. His past history includes 
hypothyroidism for which he takes thyroxine, 
and his mother is a tablet-controlled diabetic. 

On examination, his clothes fit loosely and he 
looks pale. He has no clubbing or 
lymphadenopathy. He had normal cardiac, 
chest and abdominal examinations. 


On joint examination, there was pain when 
moving each joint but no obvious focus of 
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the pain. Chest X-ray is normal, faecal occult 


blood (FOB) is positive. 


Investigations: 


Hb 

7.1 g/dl 

WCC 

6.5 x io 9 /l 

PLT 

512 x 10 9 /I 

Na + 

136 mmo /! 

K + 

3.8 mmol/l 

Creatinine 

71 [jmol/l 

Urea 

4.6 mmol/l 

Ca 2+ (corrected) 

1.82 mmol/l 

Albumin 

26 g/l 

MCV 

71.2 fl 

INR 1.5 

PTH 

15 pmol/l (0.9-5.4) 
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Albumin 26 g/l 

MCV 71.2 fl 

INR 1.5 

PTH 15 pmol/l (0.9-5.4) 

What is the most likely diagnosis? 

A Crohn’s disease 

B Metastatic caecal carcinoma 

C Coeliac disease 


D Whipple disease 
E Intestinal lymphangiectasis 
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Coeliac disease is common, with a prevalence 
of 1:100 and as much as 1: 30 in the west of 
Ireland. Only one-third of patients present 
with chronic diarrhoea and steatorrhoea. 
Malabsorption in this case has caused 
vitamin D deficiency with secondary 
hyperparathyroidism, low albumin, impaired 
clotting, iron deficiency anaemia and weight 
loss. The vitamin D deficiency has led to 
osteomalacia, causing the presenting feature 
of lower back and leg pain. Iron deficiency 
anaemia is the most common presentation of 
coeliac disease, and the stool may be 
positive for faecal occult blood, although this 
is no more common than in the general 
population. Having other autoimmune 
conditions in coeliac patients is common, 
such as hypo/hyperthyroidism and type 1 
diabetes mellitus (7%). 


A 


Crohn’s disease 


Crohn’s disease is less likely to have an 
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B Metastatic caecal carcinoma 


Caecal carcinoma can present with anaemia, 
although it is much less likely to present with 
osteomalacia than coeliac disease. 

D Whipple disease 

Whipple’s disease is associated with 
diarrhoea and malabsorption, but it is also 
associated with small joint polyarthritis and is 
significantly rarer than coeliac disease. 

E Intestinal lymphangiectasis 

Intestinal lymphangiectasia is a protein¬ 
losing enteropathy and presents in childhood 
with symptoms of malabsorption and 
peripheral oedema. 


Rate this question; 
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You are asked to review a 42-year-old man 
with alcoholic cirrhosis who is an inpatient on 
the Gastroenterology Ward. His 
spironolactone has been withdrawn, but the 
nurses are concerned as his creatinine has 
risen to 180 |_imol/l. He has received albumin 
infusions. 

On examination, his BP is 110/70 mmHg, with 
pulse 75/min and regular. He has marked 
ascites consistent with cirrhosis. You suspect 
hepatorenal syndrome. 

Which of the following is the most effective 
intervention with respect to his renal 
function? 

A Terlipressin 


B Lactulose 










infusions. 


On examination, his BP is 110/70 mmHg, with 
pulse 75/min and regular. He has marked 
ascites consistent with cirrhosis. You suspect 
hepatorenal syndrome. 

Which of the following is the most effective 
intervention with respect to his renal 
function? 

A Terlipressin 



Lactulose 


C Furosemide 


D Dobutamine 


E Midodrine 




















The class of drugs known as splanchnic 
vasoconstrictors has been studied regarding 
treatment of individuals with hepatorenal 
syndrome. One of the drugs terlipressin, has 
a positive impact on both blood pressure and 
glomerular filtration rate (GFR), when used in 
combination with albumin. Terlipressin is a 
non-selective VI vasopressin agonist, with 
lower incidence of ischemic complications as 
compared to ornipressin. Also, terlipressin 
can be given as a bolus. Albumin is useful in 
expanding the plasma volume and 
maintenance of cardiac output. Liver 
transplantation is the ultimate definitive 
treatment of hepatorenal syndrome. Over the 
longer term, transjugular intrahepatic 
portosystemic shunt (TIPS) may be of value, 
although ultimately liver transplantation is 
the most effective option. In a study by 
Sarwar et al. (see below), complete response 
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non-seiective 

vi vasopressin agonist, wim 


lower incidence of ischemic complications as 
compared to ornipressin. Also, terlipressin 
can be given as a bolus. Albumin is useful in 
expanding the plasma volume and 
maintenance of cardiac output. Liver 
transplantation is the ultimate definitive 
treatment of hepatorenal syndrome. Over the 
longer term, transjugular intrahepatic 
portosystemic shunt (TIPS) may be of value, 
although ultimately liver transplantation is 
the most effective option. In a study by 
Sarwar et al. (see below), complete response 
to terlipressin-albumin therapy was seen in 
58.3% patients, 29.2% achieved partial 
response with > 25% creatinine reduction, 
while 12.5% showed no response. 


Reference: Sarwar, S., Khan, A.A. (2016). 
Hepatorenal syndrome: Response to 
terlipressin and albumin and its determinants. 
Pakistan Journal of Medical Sciences 
32(2):274-8. 
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B Lactulose 

Lactulose is used in the management of 
hepatic encephalopathy. It reduces ammonia 
production in the intestine. Lactulose is the 
mainstay of treatment and results in 
improvement in approximately 70-80% of 
patients with overt hepatic encephalopathy. 
It would not be effective in this particular 
scenario. 


C Furosemide 

Furosemide, a diuretic, is not indicated as the 
patient is already on spironolactone and his 
blood pressure needs to be maintained at an 
optimal level. 


D Dobutamine 
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Midodrine (an alpha-agonist) is used the 
treatment of postural hypotension and is 
non-selective in constricting splanchnic 
vessels, and thus cannot be used in this case. 
Where terlipressin therapy is not available, 
initial treatment with a combination of 
midodrine, octreotide and albumin is 
suggested. Investigations of midodrine alone 
or in combination have shown conflicting 
results for systemic and renal 
haemodynamics and renal function in 
patients with cirrhosis-related complications. 


Rate this question: 



Next Question 
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Tag Question 
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End Session 
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Examination reveals pallor, stomatitis and 
glossitis. His BMI is only 20 and he admits to 


having lost 6 



in weight in 2 months. 


Investigations reveal: 


Blood count and 

film 

Megaloblastic anaem 

Albumin 

24 g/l 

D-xylose 

malabsorption 

test 

Positive 

Faecal fat 

8.5 g / 24 h (normal 

excretion 

value < 7 g / 24 h) 

Anti-endomysial 

antibodies 

Negative 


Which diagnosis fits best with this clinical 
picture? 
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test 

Faecal fat 8.5 g / 24 h (normal 

excretion value < 7 g / 24 h) 

Anti-endomysial 

Negative 

antibodies 

Which diagnosis fits best with this clinical 
picture? 

A Coeliac disease 

B Helicobacter pylori infection 
C Tropical sprue 

D Giardiasis 

E HIV enteropathy 
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V 


First described by William Hillary in an 
account of medical observations of 
Barbados, this disease is most common in 
the Caribbean and the Far East. It is 
characterised by a picture of small intestinal 
malabsorption and the cause is thought to be 
infectious in origin. Jejunal biopsy reveals 
mild villous atrophy, increased! villous crypts 
and mononuclear cellular infiltrates, enlarged 
epithelial cells, and large nuclei caused by 
folate and/or vitamin B12 deficiency. 
Tetracyclines or ampicillin are treatments of 
choice; prolonged therapy for 6 months or 
more may be required. Folate and B12 
deficiencies should also be corrected: folic 
acid with oral replacement and B12 with 
intramuscular injection. Complete recovery is 
possible with appropriate therapy. 
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A Coeliac disease 

Coeliac disease is the alternative possible 
diagnosis, although negative anti-endomysial 
antibodies are possible in coeliac patients 
with selective IgA deficiency, given the 
history of travel to Barbados, tropical sprue 
is more likely. 


B 


Helicobacter pylori infection 


Helicobacter pylori infection is a cause of 
peptic ulcer disease rather than small bowel 
malabsorption syndromes. 


D Giardiasis 


Giardiasis can result in a malabsorption type 
picture, but the symptom picture is similar to 
intermittent irritable bowel syndrome after 
an acute diarrhoeal illness, rather than the 
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The combination of banding and terlipressin 
appears to be most effective in controlling 
acute variceal bleed, re-bleeding rate and 
early complications. Sclerotherapy is superior 
to balloon tamponade alone, terlipressin 
alone and a combination of terlipressin and 
balloon tamponade for control of active 
variceal haemorrhage. 

Randomised controlled trials have shown 
banding to be superior to sclerotherapy in 
achieving acute haemostasis (86 versus 77% 
in the largest study) and prevention of early 
re-bleeding. Complication rates appear to be 
lower in the banding group. Somatostatin, 
octreotide or terlipressin is effective in acute 
management of variceal bleed, but combined 
therapy with banding (or scleropathy as a 
second choice if banding is not possible for 
technical reasons) has been shown to be 
more effective 
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A 31-year-old previously fit and healthy 
woman is knocked over by a cyclist on the 
pedestrian crossing. She is admitted to 
hospital and has an abdominal computed 
tomography (CT) scan. This shows that the 
spleen and liver are normal except for a cyst 
in the pancreas. The cyst shows features of a 
1 cm serous cystadenoma. 

Which of the following is the most 
appropriate management? 

A Do nothing 
B Annual follow-up 
C Resection of cyst alone 

D Resection of tail of pancreas 


Ahmed's screen 


• • • • 



























3C ll ^ 1 
• ill ■ 

R< © Im) © (■ 

]i 1:35 

< 

Question 25 of 238 



pedestrian crossing. She is admitted to 
hospital and has an abdominal computed 
tomography (CT) scan. This shows that the 
spleen and liver are normal except for a cyst 
in the pancreas. The cyst shows features of a 
1 cm serous cystadenoma. 

Which of the following is the most 
appropriate management? 


A Do nothing 
B Annual follow-up 
C Resection of cyst alone 

D Resection of tail of pancreas 


E Resection of whole pancreas 
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Explanation 


Serous cystadenomas (SCAs) are benign 
tumours of the pancreas commonly picked 
up on imaging. They are rarely >2 cm and 
usually remain benign, and therefore do not 
require follow-up. The differential in this case 
would be a mucinous cystadenoma, which 
has malignant potential (in about 25% of 
cases). CT and MRCP can differentiate 
between the two but occasionally EUS with 
FNA of serous fluid may be required. High 
levels of CEA are typically observed in a 
mucinous cystadenoma (but are normal in a 
serous cystadenoma). The international 
consensus guidelines (2012) recommend all 
mucinous cystadenomas should be resected. 

Other cystic lesions of the pancreas that may 
be noted incidentally include intraductal 
papillary mucinous neoplasm (IPMN), which 
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cases). CT and MRCP can differentiate 
between the two but occasionally EUS with 
FNA of serous fluid may be required. High 
levels of CEA are typically observed in a 
mucinous cystadenoma (but are normal in a 
serous cystadenoma). The international 
consensus guidelines (2012) recommend all 
mucinous cystadenomas should be resected, 


Other cystic lesions of the pancreas that may 
be noted incidentally include intraductal 
papillary mucinous neoplasm (IPMN), which 
also has a malignant potential and requires 
MRCP surveillance; pancreatic pseudocysts 
(in a patient with a history of pancreatitis); 
retention cysts (simple cysts, seen in 
association with Von Hippel-Lindau disease 
and polycystic kidney disease); and papillary 
cystic neoplasm (typically seen in young 
females, in the tail or body of the pancreas). 


Reference: Tanaka et al. Pancreatology 12 
(2012): 183-197. 
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A 64-year-old man presents to accident and 
emergency complaining of a 4-day history of 
upper abdominal pain which radiates to his 
back, along with nausea and diarrhoea. He 
has been admitted to hospital twice in the 
past 8 months with similar symptoms and 
has lost approximately 5 kg in weight over 
this time. 

His past medical history includes 
hypertension, gastric ulceration and a partial 
gastrectomy 12 years ago. His current 
medication includes atenolol 50 mg once 
daily and omeprazole 20 mg once daily. 

The following blood results were obtained: 


wcc 

12.6 x 10 9 /l 

Hb 

124 g/l 

MCV 

112 fl 

ni ~r_ 

_ii r\ ~ mg /i_ 
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PLT no X 10 9 /l 

Na + 135 mmol/l 


K + 

3.2 mmol/l 

Urea 

2.4 mmol/l 

Creatinine 

64 mmol/l 

Calcium 

2.24 mmol/l 

ALT 

64 U/l 

ALP 

250 U/l 

Bilirubin 

26 |jmol/l 

Albumin 

30 g/l 

Random glucose 

18 mmol/l 


3-day faecal fat excretion 21 g/day = 63 g 
total (normal < 30 g/3 days) 


Which of the following is the most likely 
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Albumin 30 g/l 

Random glucose 18 mmol/l 


3-day faecal fat excretion 21 g/day = 63 g 
total (normal < 30 g/3 days) 

Which of the following is the most likely 
cause of his symptoms? 

A Alcohol abuse 

B Haemochromatosis 

C Sclerosing cholangitis 

D Gastric carcinoma 



Coeliac disease 
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In view of this man's history, the most likely 
diagnosis is recurrent pancreatitis secondary 
to alcohol abuse or gallstones. Alcohol is a 
cause of chronic pancreatitis, whereas 
gallstones may be associated with recurrent 
acute pancreatitis. Other causes of chronic 
pancreatitis include cystic fibrosis, 
haemochromatosis and sclerosing 
cholangitis. Chronic pancreatitis is an 
inflammatory condition which is 
characterised by irreversible damage to both 
the exocrine and endocrine pancreas. This 
patient’s faecal fat excretion is high (> 30 
g/3 days) indicating pancreatic enzyme 
insufficiency. This is further supported by an 
elevated random glucose consistent with a 
diagnosis of Type II diabetes mellitus. Initial 
further investigations in this patient should 
include abdominal ultrasound and, if 
indicated, endoscopic retrograde 
cholangiopancreatography. Chronic_ 
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Coeliac disease is a possible differential, but 
given the duration of symptoms, more 
pronounced anaemia and associated 
conditions such as dermatitis herpetiformis 
would be expected. 


B Haemochromatosis 

There is an absence of other symptoms of 
haemochromatosis including increased 
pigmentation, endocrine dysfunction and 
costochondritis, and presentation at an age 
earlier than 64 years would be expected. 


C Sclerosing cholangitis 

Primary sclerosing cholangitis is strongly 
associated with inflammatory bowel disease, 
and usually presents at an earlier age than 64 
years. 

D Gastric carcinoma 
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A 32-year-old nurse presents with iron 
deficiency anaemia. She prefers mainly white 
meat and fish, but claims that her diet is 
sufficiently varied. She also reports frequent 
diarrhoea and weight loss of 6 kg in the past 
year. 

On examination, her body mass index (BMI) 
is 22, but no other abnormalities are found. 

Investigations: 

Hb 10.4 g/dl 

MCV 80 fl (76-96) 

Serum ferritin 14 pg/l (15-300) 

Serum folate 1.4 pig/l (2-11) 

Albumin 
IgG 


34 g/l (37-49) 
15 g/l (6-13) 
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IgA 

3.8 g/l (0.8-3.0) 

IgM 

2.6 g/l (0.4-2.5) 


An OGD is performed, which shows some 
mild duodenitis. Small bowel biopsies are 
taken and are reported as showing subtota 
villous atrophy. 

What is the most likely diagnosis? 

A Coeliac disease 

B Crohn’s disease 

C Small bowel lymphoma 


D Whipple’s disease 



Small intestinal bacterial overgrowth 
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Coeliac disease is characterised by diarrhoea 
and malabsorption precipitated by sensitivity 
to gliadin, a protein fraction of gluten found 
in wheat, rye, barley and oats. Peaks of 
incidence occur in the third and seventh 
decades, there is a slight female 
preponderance and incidence is increased in 
Caucasian populations. Diagnosis is made by 
testing for tissue transglutaminase antibody 
(TTG) or small bowel biopsy, which shows 
the classical appearance of subtotal villous 
atrophy. Coeliac is also an important cause of 
iron deficiency anaemia caused by 
malabsorption of iron, as seen in this patient. 
Therefore, Option A is correct as it best fits 
the clinical picture and biopsy findings. Note 
that this patient has a normocytic anaemia, 
as she is both iron deficient (microcytic) and 
folate deficient (macrocytic) giving an overall 
normocytic picture. Treatment for coeliac is 
avoidance of gluten-containing foods. 
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transmural inflammation. This may also be 
associated with aphthous ulcers in the 
mouth. 




C Small bowel lymphoma 

This is extremely rare, and usually occurs in 
older individuals and one would expect to 
see abnormal plasma cells on biopsy such as 
abnormal T-cell proliferation. 


D Whipple’s disease 

This is a rare malabsorptive disease caused 
by the bacterium Tropheryma whipplei and 
occurs in conjunction with neurological, 
cardiac or rheumatological sequelae. This 
patient did not elicit any of these symptoms. 


E Small intestinal bacterial overgrowth 
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A 45-year-old banker is referred by his 
general practitioner with abnormal liver 
function tests. He had a heart attack 2 years 
ago and is regularly seen in the Diabetic 
Clinic for poor glycaemic control. He 
currently takes metformin, atenolol and 
atorvastatin. He drinks socially and smokes 
10 cigarettes per day. There is no history of 
blood transfusion or drug abuse. 

On examination, he is overweight and there is 
an enlarged, non-tender liver. Ultrasound 
scan of the liver is reported as showing a 
generalised, hyper-echogenic appearance 
with no focal lesions. 

Investigations: 

Hb 13 g/dl 

WBC 8.0 x 10 9 /l 

Platelets 240 * 10 9 /I 
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Sodium 

136 mmol/I 

Potassium 

3.7 mmol/I 

Urea 

9,0 mmol/I 

Creatinine 

90 (jmol/ll 

Albumin 

39 g/l 

ALT 

96 U/l CS¬ 
SS) 

AST 

70 U/l (10- 
40) 

ALP 

135 U/l (30- 
ISO) 

Hepatitis and autoimmune 
serology 

Negative 

Ferritin 

Normal 



What is the most likely diagnosis? 
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ALP 


135 U/l (30- 
ISO) 


Hepatitis and autoimmune 
serology 


Negative 


Ferritin 


Normal 


What is the most likely diagnosis? 


A Drug-induced hepatitis 

B Non-alcoholic steatohepatitis 

C Alcoholic-induced hepatitis 
D Chronic active hepatitis 
E Amyloidosis 


Ahmed's screen 


• • • • 








* 4 * 


30 < 

.ill " 


n © ra 





11:54 


< 


Question 28 of 238 


Most patients with non-alcoholic 
steatohepatitis (NASH) are asymptomatic. 
The condition is usually discovered 
incidentally after abnormal liver tests. Diffuse 
fatty change can be detected on 
ultrasonography as a hyper-echogenic 
appearance. It is part of a metabolic 
syndrome and is commonly associated with 
obesity, diabetes rmellitus, 
hypercholesterolaemia and drugs. In patients 
with NASH, the ratio of aspartate 
aminotransferase (AST) to alanine 
aminotransferase (ALT) is usually <1, whereas 
in alcoholic liver disease the ratio is usually 
>2. Liver biopsy reveals macrovesicular 
steatosis. Treatment is that of underlying 
cause, encouraging moderate weight loss, 
exercise, improved diabetic control, 
treatment of hyperlipidaemia and avoidance 
of alcohol. Bariatric surgery is perhaps the 
best therapeutic modality in the presence of 
severe obesity. 
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the history, and viral serology is negative. 


E Amyloidosis 

Hepatic amyloidosis occurs in the setting of 
primary (AL) or secondary (AA) amyloidosis. 
Hepatomegaly is present in 80% of patients, 
but one would expect the presentation to 
include other signs and symptoms of 
systemic illness such as weight loss, 
abdominal pain, anorexia, ascites, peripheral 
oedema and splenomegaly. Alkaline 
phosphatase (ALP) is frequently raised. 
Ultrasonographic findings of hepatic 
amyloidosis include heterogeneous 
echogenicity. The diagnosis of 
gastrointestinal amyloid requires a tissue 
biopsy with positive staining of amyloid by 
Congo red or the presence of amyloid fibrils 
on electron microscopy. 


Rate this 


question: A 
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You are asked to review a 65-year-old retired 
politician in the Coronary Care Unit who was 
admitted 6 days ago with a non ST elevation 
myocardial infarction (NSTEMI). 

On admission, he was haemodynamically 
stable and apyrexial. He developed atrial 
fibrillation 24 h after admission and was 
commenced on intravenous digoxin. 

On questioning, he complains of severe 
abdominal pain, which is initially dull in 
nature but has now become sharp and 
radiates to his back. This pain is precipitated 
by meals and he finds it worse after food. He 
has never had similar symptoms previously 
and denies any chest pain. His drug chart 
shows that he is currently on aspirin, 
clopidogrel, digoxin, low molecular weight 
heparin, atorvastatin, omeprazole and regular 
salbutamol inhalers. 

He was diagnosed with non-insulin- 
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shows that he is currently on aspirin, 
clopidogrel, digoxin, low molecular weight 
heparin, atorvastatin, omeprazole and regular 
salbutamol inhalers. 

He was diagnosed with non-insulin- 
dependent diabetes 6 years ago, and had an 
inferior myocardial infarction 2 years after 
that. There is a strong family history of 
ischaemic heart disease. He is also 
hypertensive and has mild chronic 
obstructive airway disease. He smokes 20 
cigarettes per day and drinks a glass of 
brandy in the evening. 

On examination, he looks pale and unwell. He 
has xanthelasma. His heart rate is 120 
beats/min and regular and blood pressure 
100/60 mmHg. His temperature is 37.5 °C 
and saturation is 98% on 2 I oxygen. The 
jugular venous pressure is not visible and 
there is a soft systolic murmur at the apex. 

He has a left carotid bruit. There are sparse 
bibasal crackles on chest examination. His 
abdomen is tender in the epigastric and 
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that. There is a strong family history of 
ischaemic heart disease. He is also 
hypertensive and has mild chronic 
obstructive airway disease. He smokes 20 
cigarettes per day and drinks a glass of 
brandy in the evening. 

On examination, he looks pale and unwell. He 
has xanthelasma. His heart rate is 120 
beats/min and regular and blood pressure 
100/60 mmHg. His temperature is 37.5 °C 
and saturation is 98% on 2 I oxygen. The 
jugular venous pressure is not visible and 
there is a soft systolic murmur at the apex. 

He has a left carotid bruit. There are sparse 
bibasal crackles on chest examination. His 
abdomen is tender in the epigastric and 
umbilical area. There is no palpable aortic 
aneurysm or ascites. Scanty bowel sounds 
are audible. 



Investigations are as below: 


Hb 


11.0 g/dl 









l v ICV 

y.5 ri 

INR 

1.3 

Na + 

141 mmol/l 

K + 

5.3 mmol/l 

Urea 

14.0 mmol/l 

Creatinine 

147 [jmol/l 

Bicarbonate 

g 

15 mmol/l 

C-reactive protein 

34 mg/I (0-1) 

Liver function 

tests 

Normal 

Amylase 

380 IU 

Electrocardiogram 

Sinus tachycardia and 

Q waves on inferior 

leads 

Chest and 

abdominal 

radiographs 

Normal 


Normal 








CT scan of the abdomen with angiography. 
The combination of acute abdominal pain 15- 
30 min post-meal, relative hypotension (note 
normal hypertensive) and acidosis all point 
towards acute mesenteric ischaemia. The 
condition is often associated with modest 
elevations in amylase. He is diabetic, a long¬ 
term smoker and has had a cardiac event in 
the past. All these favour atherosclerosis, 
making the diagnosis of intestinal ischaemia 
more likely in this situation, although other 
differential diagnosis includes acute or 
chronic pancreatitis. Carcinoma of the 
pancreas normally has a more insidious 
onset. Increased intestinal motility after a 
meal exacerbates ischaemia, causing pain. 
Mesenteric ischaemia is essentially a 
diagnosis of exclusion. In this situation a 
computed tomography (CT) scan will help 
exclude necrosis of the pancreas, and 
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the past. All these favour atherosclerosis, 
making the diagnosis of intestinal ischaemia 
more likely in this situation, although other 
differential diagnosis includes acute or 
chronic pancreatitis. Carcinoma of the 
pancreas normally has a more insidious 
onset. Increased intestinal motility after a 
meal exacerbates ischaemia, causing pain. 
Mesenteric ischaemia is essentially a 
diagnosis of exclusion. In this situation a 
computed tomography (CT) scan will help 
exclude necrosis of the pancreas, and 
mesenteric angiography would help validate 
the clinical suspicion of mesenteric 
ischaemia. The patient will probably need a 
laparotomy, which will be high risk in view of 
recent coronary event, but mortality is 
extremely high without surgery. An arterial 
blood gas will no doubt show a metabolic 
acidosis, and amylase can be normal in 
chronic pancreatitis. 


A Blood cultures 








A 42-year-old publican with a 6-year history 
of chronic liver disease secondary to alcohol 
abuse presents with increased abdominal 
pain, swelling and confusion. 

On examination, there is jaundice with spider 
naevi and finger clubbing. His temperature is 
37.2 °C with a blood pressure of 115/75 
mmHg. There is gynaecomastia with obvious 
abdominal distension due to ascites. This was 
surprising as he had therapeutic drainage of 
his ascites a few days earlier. 

He has been using occasional painkillers’ for 
his pain. He thought to be allergic to both 
penicillin and tramadol. 

Investigations: 


Hb 


14.4 g/dl 


WCC 


10.2 x 10 9 /I 


PLT 


124 x 10 9 /l 









Investigations: 


Hb 

14.4 g/dl 

WCC 

10.2 x 10 9 /I 

PLT 

124 x 10 9 /I 

Na + 

129 mmol/l 

K + 

4.2 mmol/l 

Creatinine 

100 |jmol/l 

Glucose 

4.9 mmol/l 

Bilirubin 

95 (jmol/l 

AST 

145 IU/1 

ALT 

125 IU/1 

ALP 

440 IU/1 

GGT 

490 IU/1 

Amylase 

450 IU/1 


















Question 30 of 


Amylase 450 IU/1 
Urea 6.8 mmol/l 

Ascitic tap revealed a neutrophil count of 
300 cells per mm 3 in the ascitic fluid. 

Which of the following represents the best 
initial management for this patient? 


A IV ciprofloxacin and vancomycin 

B IV cefotaxime 


C Naloxone 


D Thiamine 


E Ascitic drain 
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rain 


Explanation 


The diagnosis is spontaneous bacterial 
peritonitis (SBP), which is said to occur in 8% 
of patients with cirrhosis and ascites. Most 
frequently implicated bacteria are E coli, 
Klebsiella and enterococci. The condition 
carries a 25% mortality and has a 70% 
recurrence rate within one year. Patients in 
whom SBP occurs should be considered for 
liver transplant. IV ciprofloxacin and 
vancomycin are an effective dual therapy 
approach for patients with penicillin allergy. 


B I IV cefotaxime 


Given we aren't aware of the severity of this 
patient’s penicillin allergy, and there is 
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A 48-year-old man presents with a 
long history of dysphagia. For the past 
12-18 months he has suffered 
dysphagia to both liquids and solids, 
and regurgitation of undigested food. 
He has only lost approximately 2 kg in 
weight over the past year. 

A few months ago, he was prescribed 
a salbutamol inhaler for nocturnal 
cough and shortness of breath. 

Clinical examination reveals wheeze. 
His blood pressure is 132/82 mmHg, 
with pulse 70/min and regular. His BMI 
is 28. Full blood count, urea and 
electrolytes, liver function tests and 
viscosity are normal. 

Which of the following would be the 
initial investigation of choice in this 
case? 


A Abdominal X-ray 

B Barium swallow 


C Upper gastrointestinal 

<i o □ 




T,. 01® 


Q '©' ID 9:09 


Question 31 of 238 


cough and shortness of breath. 

Clinical examination reveals wheeze. 
His blood pressure is 132/82 mmHg, 
with pulse 70/min and regular. His BM 
is 28. Full blood count, urea and 
electrolytes, liver function tests and 
viscosity are normal. 

Which of the following would be the 
initial investigation of choice in this 
case? 



A Abdominal X-ray 

B Barium swallow 


C Upper gastrointestina 

endoscopy 


D Manometry 
E Barium follow-through 
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B I Barium swallow 


The long history in this case, coupled 
with the normal blood results and 
dysphagia to both liquids and solids, is 
suggestive of a non-sinister cause. 
Barium swallow would be the 
investigation of choice to demonstrate 
any oesophageal dilatation or 
dysmotility and to exclude other 
causes. Where the result is 
inconclusive, manometry or endoscopy 
may be helpful. Given the long history 
of symptoms, achalasia is a definite 
possibility, with a tapering bird’s beak 
appearance being the typical 
appearance on barium swallow. This 
disease is thought to result from viral 
or autoimmune destruction of the 
oesophageal myenteric plexus. 
Botulinum toxin is a successful medical 
therapy for this condition; surgical 
approaches may be used in those 
patients who fail to respond to medical 
treatment. 
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D I Manometry 


Manometry is useful in cases where the 
diagnosis is difficult. It demonstrates 
high intra-oesophageal resting 
pressure, high lower oesophageal 
sphincter pressure and inadequate 
relaxation of the lower oesophageal 
sphincter after swallow. 




Abdominal X-ray 


Plain abdominal X-ray is insensitive 
with respect to excluding achalasia or 
a malignant oesophageal lesion, and is 
therefore not recommended here. 


C Upper gastrointestinal 

endoscopy 

Upper Gl endoscopy should follow 
barium swallow, because if achalasia is 
suspected, botulinum toxin could be 
made available for therapy at the same 
time. 
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Plain abdominal X-ray is insensitive 
with respect to excluding achalasia or 
a malignant oesophageal lesion, and is 
therefore not recommended here. 



C Upper gastrointestinal 

endoscopy 

Upper Gl endoscopy should follow 
barium swallow, because if achalasia is 
suspected, botulinum toxin could be 
made available for therapy at the same 
time. 


E Barium follow-through 

Barium follow-through is useful for 
diagnosing small bowel pathology 
rather than an underlying oesophageal 
lesion. 


Rate this question: 



Next Question 
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A 32-year-old bar owner returns from 
Spain and requires emergency 
consultation in the clinic. He feels 
lethargic and has not been able to 
maintain an adequate erection during 
intercourse or masturbation during the 
past few months. This is causing some 
marital difficulties. He also complains 
of swelling of his ankles and swelling 
around the abdomen. 


On examination, he appears tanned, 
there is a paucity of underarm and 
genital hair and he has evidence of 
chronic liver disease and testicular 
atrophy. Past history of note includes 
arthritis and joint pain. He admits to 
drinking 12 units/standard drinks of 
alcohol per week (glass of wine or half 


pint of beer). 



Investigations revea 

>1: 


Glucose (fasting) 

8.2 

mmol/l 

ALT 

183 

U/l 

Bilirubin 

125 

(jmol/l 


Which of the following represents the 

<1 o □ 






Q© 13 9:13 




Question 32 of 238 


unTL i ucci 


Investigations revea 


Glucose (fasting) 

8.2 mmol/l 

ALT 

183 U/l 

Bilirubin 

125 jjmol/1 


Which of the following represents the 
most likely diagnosis in this case? 

A Wilson’s disease 

B Haemochromatosis 

C Alcoholic cirrhosis 

D Infective hepatitis 

E Drug induced hepatitis 
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B I Haemochromatosis 


Symptoms of haemochromatosis 
usually begin in males aged between 
30 and 50 years and include increased 
skin pigmentation (due to iron 
deposition and melanin), cirrhosis, 
diabetes mellitus, arthropathy, 
impotence in males and heart failure. 
Previously, liver biopsy with total 
hepatic iron estimation was considered 
the gold standard test for 
haemochromatosis. Now however, 
genetic screening for the two 
identified mutations is seen as the next 
investigation of choice after transferrin 
saturation estimation. Around 10% of 
the Northern European population are 
heterozygous for each mutation, (so 
called compound heterozygotes), and 
this may account for accelerated 
deterioration of liver function in 
patients with moderate alcohol intake 
corresponding to 15-30 standard 
drinks (units) per week. 




A Wilson’s disease 

0 o 
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A 56-year-old man presents with a 
Glasgow Coma Scale (GCS) of 5/15 
after being found on the floor by his 
neighbour. The only past medical 
history available is that he has chronic 
hepatitis C. 


Medication found in his bag includes 
tramadol, diclofenac and furosemide. 
His temperature is 38.0 °C. 

Blood pressure is 100/60 mmHg, with 
pulse 120/min. Heart sounds are 
normal. There are coarse crackles at 
his right lung base. His abdomen is 
distended, with shifting dullness. His 
pupils are equal and reactive and the 
plantar responses are flexor. 


He is transferred to the Intensive Care 
Unit and receives fluid resuscitation 
and broad-spectrum antibiotics for his 
chest. All his usual medications are 
stopped. 


Investigations: 


Hb 13.0 g/dl 
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Investigations: 


Hb 

13.0 g/dl 

WCC 

13.0 x 10 9 /l 

PLT 

134 x 10 9 /l 

Na + 

137 mmol/l 

K + 

3.4 mmol/l 

Creatinine 

130 pmol/l 

MCV 

101 fl 

INR 

1.6 

Urea 

11.0 mmol/l 

Bilirubin 

38 (j mo I/I 

ALT 

88 U/l (5-35) 

ALP 

235 U/l (30-150) 

Albumin 

32 g/l 

Urinalysis 

No blood or protein 

Computed 
tomography 
scan of brain 

Cerebral atrophy; no 
intracerebral 
haemorrhage or 

0 
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Computed 
tomography 
scan of 

abdomen 

Free fluid in pelvis; 
cirrhotic liver 


Three days later, he becomes oliguric. 
Ultrasound scan shows no evidence of 
ureteric obstruction. He has become 
apyrexial. 


Repeat rena 

1 function tests: 

Na + 

128 mmol/l 

K + 

3.2 mmol/l 

Urea 

25.0 mmol/l 

Creatinine 

300 |_imol/l 

Urinary 

Na + 

8.0 mmol/l 

Blood 

culture 

— 

Ascitic 

tap 

Polymorphic neutrophil 
count 30 cells/mm 3 ; no 
organisms 
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Ascitic 

tap 

Polymorphic neutrophil 
count 30 cells/mm 3 ; no 
organisms 

What is the most likely diagnosis for 


his worsening renal function? 

A Septicaemia 

B Drug-induced acute kidney 

disease 

C Hepatitis B-related 

membranous 

glomerulonephritis 

D Acute tubular necrosis 

E Hepatorenal syndrome 
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E I Hepatorenal syndrome 


This is usually a diagnosis of exclusion, 
after other potential causes of acute 
kidney disease have been ruled out. 

The raised white cell count and initial 
pyrexia are in keeping with likely chest 
infection, which has been treated. 

Hepatorenal syndrome refers to the 
development of acute kidney disease 
in a patient who has advanced liver 
disease, due to cirrhosis, and who has 
no identifiable cause of intrinsic renal 
disease. It usually represents the end 
stage of a sequence of reductions in 
renal perfusion induced by increasingly 
severe hepatic injury. Splanchnic 
vasodilatation appears to play an 
important role in the decline in renal 
function in hepatic disease. 

The following definition and diagnostic 
criteria have been proposed for 
hepatorenal syndrome: 

(a) chronic or acute hepatic disease 
with advanced hepatic failure and 
portal hypertension; 

<i o □ 
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hepatorenal syndrome: 


(a) chronic or acute hepatic disease 
with advanced hepatic failure and 
portal hypertension; 


(b) a plasma creatinine concentration 
>133 |jmol/l that progresses over days 
to weeks; 


(c) the absence of any other apparent 
cause for the renal disease, including 
shock, active sepsis, current 
nephrotoxic drugs and the absence of 
ultrasonographic evidence of 
obstruction or parenchymal renal 
disease. It is particularly important to 
exclude spontaneous bacterial 
peritonitis, which is complicated with 
acute kidney disease; 

(d) a urine sodium concentration <10 
meq/l (off diuretics) and protein 
excretion <500 mg/day; 

(e) lack of improvement in renal 
function after volume expansion with 
1.5 I of isotonic saline. 


D I Acute tubular necrosis 
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Acute tubular necrosis is associated 
with increased renal sodium excretion; 
urinary sodium here is 8.0 mmol/l, 
which is in the normal range. 



A Septicaemia 

The fact that this patient is now 
apyrexial makes continued septicaemia 
very unlikely as the cause of his kidney 
disease. 


B Drug-induced acute kidney 

disease 


Although both diclofenac and 
furosemide can exacerbate renal 
impairment, his chronic liver disease is 
the much greater contributor to renal 
dysfunction seen here. 


C Hepatitis B-related 

membranous 

glomerulonephritis 

Urinalysis is negative for urine 
sediment containina red cells or casts. 

<i o □ 
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A 29-year-old woman with a history of 
Crohn’s disease presents to the clinic 
with worsening abdominal pain and 
diarrhoea. She has undergone multiple 
surgical procedures over the years for 
fistulae and abscesses, and now takes 
15 mg of prednisolone daily for her 
Crohn’s. 


On examination, she looks tired and in 
pain. Her abdomen has multiple scars 
from previous surgical procedures and 
although it is soft, she complains of 


some tenderness. 


Investigations: 


Hb 

10.0 

g/di 

WCC 

8.9 x 

10 9 /l 

PLT 

156 x 

10 9 /l 

Na + 

139 

mmol/l 

K + 

4.0 

mmol/l 


<1 


□ 


o 






“,l T.0|O 


Q '©' HZH 9:24 


^ Question 34 of 238 = 


TTTrrrv^ny n 

Creatinine 

100 

|jmol/l 

MCV 

106 fl 

ESR 

56 

mm/h 

Thiopurine methyl- 

Activity 

transferase (TPMT) 

low 


Which of the following represents the 
most appropriate option for her? 

A Laparoscopy with a view to 

further bowel resection 

B Elemental diet 

C Methotrexate 

D Azathioprine 

E Infliximab 
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1 E 1 

Infliximab | 


Anti-TNF therapy is an option for 
Crohn’s disease that is resistant to 
other interventions, particularly where 
there is fistulating disease. Patients 
should of course have TB excluded 
before therapy is commenced. 


A Laparoscopy with a view to 

further bowel resection 

Given Crohn’s has a high incidence of 
recurrence and affects both the large 
and small bowel, surgery should be 
avoided if possible. 


B Elemental diet 

Elemental diet has mixed results in 
Crohn’s disease, with only some 
studies demonstrating a positive 
impact on symptoms and disease 
activity. 



C Methotrexate 

0 o 





Q '©' (D 9:26 


“,i -.EJlEI 


Question 34 of 238 


Crohn’s disease, with only some 
studies demonstrating a positive 
impact on symptoms and disease 
activity. 

C Methotrexate 

Methotrexate is appropriate for 
patients with steroid-resistant disease 
who cannot take azathioprine, 
although infliximab is a better choice 
for patients like this one who have 
fistulating disease. 



D Azathioprine 

Azathioprine is not recommended in 
patients with low TMPT activity 
because of the risk of significant bone 
marrow suppression due to 
mercaptopurine toxicity. 


Rate this question: 



Next Question 
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A 34-year-old woman with no previous 
significant medical history presents for 
review. 

Medication history includes the oral 
contraceptive pill and she smokes 15 
cigarettes per day and drinks 15 units 
per week. She complains of vague 
upper abdominal pain, worse on the 
right-hand side. 

On examination, there is a palpable 
non-tender mass in the right 
hypochondrium. Investigations reveal 
mild elevations in aspartate 
aminotransferase (AST) and alanine 
aminotransferase (ALT); alpha- 
fetoprotein is within the normal range. 
Hepatic ultrasound scan reveals a 
solitary mass in the left lobe of the 
liver, which is hypoechoic and 
subcapsular. 

Which of the following diagnoses fits 
best with this clinical picture? 

A Hepatic adenoma 

B Hepatocellular carcinoma 
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hypochondrium. Investigations reveal 
mild elevations in aspartate 
aminotransferase (AST) and alanine 
aminotransferase (ALT); alpha- 
fetoprotein is within the normal range. 
Hepatic ultrasound scan reveals a 
solitary mass in the left lobe of the 
liver, which is hypoechoic and 
subcapsular. 

Which of the following diagnoses fits 
best with this clinical picture? 

A Hepatic adenoma 

B Hepatocellular carcinoma 

C Liver metastasis 

d ! Hydatid cyst 

E Focal nodular hyperplasia 


C i 1a f 










rcTTcrr: 


Medication history includes the ora 
contraceptive pill and she smokes 15 
cigarettes per day and drinks 15 units 
per week. She complains of vague 
upper abdominal pain, worse on the 
right-hand side. 


On examination, there is a palpable 
non-tender mass in the right 


hypochondrium. Investigations revea 



elevations in aspartate 


aminotransferase (AST) and alanine 


aminotransferase (ALT); 

alpha- 


fetoprotein is within the 

norma 

1 range 


Hepatic ultrasound scan reveals a 
solitary mass in the left lobe of the 
liver, which is hypoechoic and 
subcapsular. 


Which of the following diagnoses fits 
best with this clinical picture? 




Hepatocellular carcinoma 
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A I Hepatic adenoma 


This woman has a history of use of the 
oral contraceptive pill, with an 
asymptomatic liver mass. It is 
hypoechoic and subcapsular, 
appearing uniform in texture. The 
presence of a normal alpha-fetoprotein 
makes hepatocellular carcinoma 
unlikely; therefore, the most likely 
diagnosis is hepatic adenoma. 

Stopping the oral contraceptive pill 
often causes tumour regression, 
although complete regression is very 
atypical. Any tumour regression 
reduces risks associated with elective 
surgical resection; although mortality 
associated with resection is very rare, 
surgery results in significant morbidity 
in around 13% of patients. In patients 
who experience some regression after 
stopping the pill, there is still a risk of 
malignant transformation, and such 
patients should be monitored with 
alpha-fetoprotein measurement if they 
are unwilling or unable to undergo 
elective tumour resection. 
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B Hepatocellular carcinoma 

Hepatocellular carcinoma is usually 
seen against a background of chronic 
liver disease with cirrhosis, and is 
associated with rapid worsening of 
ascites with elevation in alpha- 
fetoprotein. 



C Liver metastasis 

Liver metastases are usually 
characterised by more than one lesion, 
and the absence of other symptoms of 
cancer, makes this a much less likely 
diagnosis. 


D Hydatid cyst 

Hydatid disease appears as a multi- 
loculated cyst on ultrasound scan 
rather than the hypoechoic mass which 
isn’t multi-loculated here. 


E Focal nodular hyperplasia 
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cancer, makes this a much less likely 
diagnosis. 



D Hydatid cyst 

Hydatid disease appears as a multi- 
loculated cyst on ultrasound scan 
rather than the hypoechoic mass which 
isn’t multi-loculated here. 


E Focal nodular hyperplasia 

The echogenicity of both FNH and its 
scar is variable, which makes it difficult 
to detect on ultrasound. Some lesions 
are well demarcated and easily seen 
whereas others are isoechoic with 
surrounding liver. Detectable lesions 
characteristically will demonstrate a 
central scar with the displacement of 
peripheral vasculature on colour 
doppler examination, rather than the 
well demarcated hypoechoic lesion 
seen here. 


Rate this question: 
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A 41-year-old nursing sister presents 
with right iliac fossa swelling and 
fullness. She has lost 3 kg in weight 
during the past 3 weeks and has 
recently returned from a spell in the 
tropics working for an aid agency. 

A previous episode 23 years previously 
was diagnosed as colitis, when she was 
put on appropriate treatment that was 
discontinued spontaneously a few 
years ago. Since then she has suffered 
bouts of diarrhoea, which she has 
ignored. 


Investigations: 


Hb 

10.0 g/dl 

WCC 

14 x 10 9 /l 

CRP 

360 mg/I 

PLTS 

520 x 10 VI 



This acute event was treated and her 
symptoms settled. 

Repeat investigations: 

Hb 12.4 g/dl 
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Repeat investigations: 

Hb 

12.4 g/dl 

WCC 

11 x 10 9 /l 

CRP 

30 mg/I 

PLTS 

380 x 10 9 /l ■ 

A small bowel follow-through reveals a 
stricture of the terminal ileum with 

evidence of mucosal oedema. 

Which of the following diagnoses fits 
best with this clinical picture? 

A 

Crohn’s disease 

B 

Coeliac disease 

C 

Tropical sprue 

D 

Ulcerative colitis 

E 

Whipple’s disease 
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CRP 

30 mg/I 

PLTS 

380 x 10 9 /l 


A small bowel follow-through reveals a 
stricture of the terminal ileum with 
evidence of mucosal oedema. 

Which of the following diagnoses fits 
best with this clinical picture? 



B Coeliac disease 


C Tropical sprue 


D Ulcerative colitis 


E Whipple’s disease 
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A I Crohn’s disease 


The long history of this patient’s bowel 
disease, the previous episode 23 years 
ago, the position of the abnormality 
seen on small bowel follow-through 
and the inflammatory picture during 
the acute episode all point towards 
this diagnosis. The aetiology of Crohn’s 
disease is still a subject for debate - 
genetic and infectious aetiologies have 
been postulated but a definitive 
answer is still awaited. It may involve 
any part of the gastrointestinal tract 
and is characterised by transmural 
inflammation that need not be 
continuous, producing so called ‘skip 
lesions’. The right iliac fossa swelling 
seen here may be indicative of abscess 
formation. The mainstay of medical 
therapy is the use of corticosteroids 
and sparing agents such as 
azathioprine. 


B Coeliac disease 
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B Coeliac disease 

Coeliac disease is a common and 
underdiagnosed condition, which may 
present at any age. It is a 
hypersensitivity to gluten found in 
wheat, rye and barley. The gliadin 
fraction of the protein provokes an 
inflammatory response causing 
subtotal or total villous atrophy of the 
small bowel resulting in malabsorption. 
It classically presents with a history of 
diarrhoea, weight loss, oral ulceration, 
lethargy and anaemia (folate, B 12 or 
iron-deficient). There is an association 
with dermatitis herpetiformis, a very 
pruritic polymorphic skin rash, and an 
increased risk of developing 
gastrointestinal malignancy. Treatment 
is by maintaining a strict diet avoiding 
foods containing wheat, rye, oats or 
barley. The small bowel follow-through 
results do not suggest this diagnosis. 




C Tropical sprue 
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B 

Tropical sprue 


Tropical sprue is a chronic diarrhoeal 
disease, possibly of infectious origin, 
that involves the small intestine and is 
characterised by malabsorption of 
nutrients, especially folic acid and 
vitamin B 12 . Signs and symptoms of 
malabsorption are common, and 
include glossitis and cheilitis, 
protuberant abdomen and pedal 
oedema. Radiologic examinations of 
the small intestine in tropical sprue 
reveal non-specific changes of dilation, 
thickening and oedema of mucosal 
folds, and retention or secretion of 
fluid in the lumen which dilutes the 
barium column during its passage 
through the small intestine. These 
changes are non-specific and are also 
described in coeliac disease, 
olmesartan-associated enteropathy, 
scleroderma and hypoalbuminaemia 
and anasarca of any aetiology. The 
signs and symptoms with imaging 
results in this scenario do not fit with 
this diagnosis. 
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D Ulcerative colitis 

Ulcerative colitis is characterised by 
recurring episodes of inflammation 
limited to the mucosal layer of the 
colon. It commonly involves the rectum 
and may extend in a proximal and 
continuous fashion to involve other 
parts of the colon. Patients with 
ulcerative colitis usually present with 
diarrhoea, which may be associated 
with blood. Bowel movements are 
frequent and small in volume as a 
result of rectal inflammation. 
Associated symptoms include colicky 
abdominal pain, urgency, tenesmus 
and incontinence. Patients with mainly 
distal disease may have constipation 
accompanied by frequent discharge of 
blood and mucus. Double-contrast 
barium enema may be normal in mild 
ulcerative colitis. Findings on barium 
enema may include a diffusely 
reticulated pattern with superimposed 
punctate collections of barium in 
micro-ulcerations. The signs and 
symptoms with imaging results in this 
scenario do not fit with this diagnosis. 
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ulcerative colitis. Findings on barium 
enema may include a diffusely 
reticulated pattern with superimposed 
punctate collections of barium in 
micro-ulcerations. The signs and 
symptoms with imaging results in this 
scenario do not fit with this diagnosis. 



E Whipple’s disease 

Whipple’s disease is caused by 
infection with Tropheryma whippelii. 
The organism can be identified by PAS 
staining of a jejunal biopsy. It is an 
uncommon condition classically 
affecting men aged 40-60 years. 
Gastrointestinal symptoms of 
diarrhoea, malabsorption and 
steatorrhoea are often preceded by 
arthropathy. The signs and symptoms 
with imaging results in this scenario do 
not fit with this diagnosis. 


Rate this question: 
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A 63-year-old man with a history of 
COPD and severe arthritis presents to 
the Emergency Department of the 
university hospital with haematemesis. 
You get his old notes and find that his 
lung function is quite poor. He is 
managed with both 
salmeterol/fluticasone high-dose 
inhaler and tiotropium. Medication for 
his arthritis includes diclofenac. 

On examination, he is very unwell, with 
a pulse of 105/min and BP of 85/50 
mmHg. You resuscitate him with fluids 
and 2 units of blood and arrange an 
endoscopy; the endoscopist visualises 
a large bleeding duodenal ulcer, but he 
is unable to reach it properly to control 
the bleeding via the scope. The patient 
has a further large haematemesis. 


Investigations: 


Hb 

8.9 g/dl 

WCC 

5.4 x 10 9 /l 

PLT 

130 x 10 9 /l 

Na + 

138 mmol/l 
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Na + 

138 mmol/l 

K + 

5.1 mmol/l 

Creatinine 

189 [j mo I/I 

ECG 

Lateral ST depression 


Which of the following represents the 
most appropriate management in this 
case? 



A Further fluid resuscitation and 

delayed endoscopy 

B Progression to open surgery 

C Fluid resuscitation and IV 

pantoprazole 

D Angiography and selective 

embolization 

E Fluid resuscitation and IV 

terlipressin 
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COPD and severe arthritis presents to 
the Emergency Department of the 
university hospital with haematemesis. 
You get his old notes and find that his 
lung function is quite poor. He is 
managed with both 
salmeterol/fluticasone high-dose 
inhaler and tiotropium. Medication for 
his arthritis includes diclofenac. 

On examination, he is very unwell, with 
a pulse of 105/min and BP of 85/50 
mmHg. You resuscitate him with fluids 
and 2 units of blood and arrange an 
endoscopy; the endoscopist visualises 
a large bleeding duodenal ulcer, but he 
is unable to reach it properly to control 
the bleeding via the scope. The patient 
has a further large haematemesis. 


Investigations: 


Hb 

8.9 g/dl 

WCC 

5.4 x 10 9 /l 

PLT 

130 x 10 9 /l 

Na + 

138 mmol/l 

K + 

5.1 mmol/l 
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D I Angiography and selective 
I embolization 


This patient is a very poor surgical 
candidate, with severe COPD and an 
ECG which reveals signs of ischaemia, 
potentially related to hypovolaemia as 
a result of blood loss. In this situation a 
number of case series have 
demonstrated that selective arterial 
embolisation is an effective way to 
control bleeding from a duodenal 
ulcer, and leads to improved survival vs 
other potential interventions. 



E I Fluid resuscitation and IV 
I terlipressin 


IV terlipressin is of value in controlling 
bleeding from oesophageal varices, 
not as a result of peptic ulceration. 


A Further fluid resuscitation and 

delayed endoscopy 


This risks further catastrophic bleeding 
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A 

Further fluid resuscitation and 
delayed endoscopy 


This risks further catastrophic bleeding 
from the duodenal ulcer. 


B Progression to open surgery 

Open surgery is not an option for this 
patient in his current state; he has an 
unstable blood pressure and is unlikely 
to avoid long-term ventilation because 
of his COPD. 


C Fluid resuscitation and IV 

pantoprazole 

Although acute use of PPIs does 
reduce the risk of re-bleeding in peptic 
ulcer disease, given the size of the 
ulcer and continued bleeding on 
endoscopy it’s unlikely to impact here. 


Rate this question: 



Next Question 
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A woman who is 30 weeks pregnant 
presents to her general practitioner 
(GP) complaining of itching, more 
intense over her palms and soles of her 
feet and worse at night. 


On examination, she looks tired and 
has yellow sclerae. Her BP is 105/60 
mmHg and she is apyrexial. 


Investigations: 


Hb 

10.9 g/dl 

WCC 

6.7 x 10 9 /l 

PLT 

167 x 10 9 /l 

Na + 

138 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

80 |jmol/l 

Bilirubin 

11 pmol/l 

Alanine 

aminotransferase 

(ALT) 

670 U/l 

Alkaline phosphatase 

730 U/l 

Gamma-glutamyl 

210 U/l (4- 
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Bilirubin 

11 pmol/l 

Alanine 

aminotransferase 

(ALT) 

670 U/l 

Alkaline phosphatase 

730 U/l 

Gamma-glutamyl 

transferase 

210 U/l (4- 
35 U/l) 


Which of the following is the most 
likely diagnosis? 

A HELLP 

B Cholestasis of pregnancy 

C Acute fatty liver of pregnancy 

D Budd Chiari syndrome 

E Viral hepatitis 
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Cholestasis of pregnancy 



Cholestasis of pregnancy is the correct 
answer as this patient’s presentation 
most resembles the clinical picture. 

The condition is characterised by 
pruritus (typically starting on the 
palms and soles of the feet) with 
raised fasting and post-prandial serum 
bile acids. The condition occasionally 
presents with pale stool and dark 
urine. It typically presents within the 
third trimester and resolves up to 6 
weeks postpartum. Treatment is for 
pruritus with ursodeoxycholic acid and 
rifampicin. 


C I Acute fatty liver of pregnancy 


Pruritus is not a typical feature and the 
bilirubin would be abnormal. It is a rare 
and potentially fatal obstetric 
emergency that occurs in the third 
trimester. Presentation can be non¬ 
specific with nausea and vomiting, 
abdominal pain or acute liver failure in 
the most severe cases. Bilirubin and 

* • * 1.1 » m * t i 
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the most severe cases. Bilirubin and 
transaminases tend to be significantly 
raised with a rise in WCC and 
hypoglycaemia/hyperlactaemia 
(hallmarks of acute liver failure). 


A HELLP 

The platelet count and blood pressure 
are normal and pruritus is not a typical 
feature. HELLP syndrome is a hepatic 
manifestation of pre-eclampsia. This 
occurs after the 20 th week of gestation 
and tends to occur in the presence of 
hypertension (> 140/90 mmHg). 
Thrombocytopenia occurs as a result 
of a microangiopathic haemolytic 
anaemia. This takes place within the 
sinusoids leading to congestion, 
hepatic ischaemia and a transaminitis. 


D Budd Chiari syndrome 


It tends to present with acute 
abdominal pain and clinical features of 
portal hypertension. It is characterised 
by obstruction of the hepatic vein, 
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It tends to present with acute 
abdominal pain and clinical features of 
portal hypertension. It is characterised 
by obstruction of the hepatic vein, 
sinusoidal congestion and portal 
hypertension. Pregnancy is a 
hypercoagulable state and risk of 
Budd-Chiari is increased although 
remains rare. Most patients presenting 
with de novo occlusion tend to have an 
undiagnosed underlying thrombophilia 
and should be investigated. 


E 


Viral hepatitis 


Typically one would expect to see an 
ALT >1000 U/l in viral hepatitis. Most 
viral hepatitis in pregnancy follows the 
same course as in the norma 
population but hepatitis E has an 
increased mortality in pregnancy and 
can lead to fulminant hepatic failure. 
Treatment is supportive. 


Rate this question: 
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A 27-year-old woman, who is 16 weeks 
pregnant, is referred for an opinion by 
the obstetricians because of recurrent 
vomiting. She had started vomiting 
early in her pregnancy and has not 
responded to treatment with anti¬ 
emetics. She now weighs 5 kg less 
than when she became pregnant. 


Nasogastric and nasojejunal feeding 
were unsuccessful due to recurrent 
regurgitation of the tubes. Accordingly, 
total parenteral nutrition (TPN) was 
commenced. She also required 
supplemental intravenous fluids due to 
recurrent vomiting. 


Her blood tests were checked 72 hours 
after initiating TPN and were as 
follows: 


Sodium 

137 mmol/l 

Potassium 

2.9 mmol/l 

Urea 

2.4 mmol/l 

Creatinine 

69 |jmol/l 

Corrected calcium 

2.2 mmol/l 

|—\ ! _ _ _ _ 1 _ _ 1 _ 
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Creatinine 69 |jmol/l 

Corrected calcium 2.2 mmol/l 
Phosphate 0.2 mmol/l 

Magnesium 0.4 mmol/l 


What is the most likely explanation for 
these results? 


A Bloods taken from drip arm 

B Syndrome of inappropriate 

ADH secretion 

C Inappropriate intravenous 

fluid replacement 

D Refeeding syndrome 

E Vomiting-related electrolyte 

loss 
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Her blood tests were checked 72 hours 
after initiating TPN and were as 


follows: 


Sodium 

137 mmol/l 

Potassium 

2.9 mmol/l 

Urea 

Creatinine 

Corrected calcium 

2.4 mmol/l 

69 |jmol/l 

2.2 mmol/l 

Phosphate 

0.2 mmol/l 



Magnesium 

0.4 mmol/l 


What is the most likely explanation for 
these results? 



A Bloods taken from drip arm 

B Syndrome of inappropriate 

ADH secretion 
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D I Refeeding syndrome 


The refeeding syndrome is 
characterised by very marked shifts in 
fluid and electrolyte balance occurring 
during the early stages of 
reintroducing nutrition to 
malnourished people. Typical clinical 
features include deficiencies in all 
plasma electrolytes (particularly 
hypophosphataemia, hypokalaemia 
and hypomagnesaemia), vitamin 
deficiencies, and the occurrence of 
peripheral oedema. 

The syndrome occurs as reintroduction 
of glucose/carbohydrate to 
malnourished people results in a surge 
in insulin production, which causes a 
shift of electrolytes into the 
intracellular space from the gut/serum; 
in addition, insulin also stimulates 
anabolic metabolic pathways. 

The combination of rapid intracellular 
uptake of phosphate in combination 
with utilisation of the little phosphate 
available in the formation of 
metabolites that have previously been 
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metabolites that have previously been 
very depleted (e.g. generation of ATP) 
together rapidly depletes phosphate 
supplies, and hypophosphataemia 
quickly results if left unchecked. 
Similarly, vitamin supplies that are 
already depleted through malnutrition 
may become depleted even further as 
metabolic pathways begin to be 
activated. 

The combination of serum electrolyte 
deficiencies and anaerobic metabolism 
that may occur in untreated refeeding 
syndrome may result in cardiac 
dysrhythmia and myocardial ischaemia, 
and sudden cardiac death is therefore 
the most feared complication. 

Prevention of refeeding syndrome is 
the key to management. A graded re- 
introduction of calories - together with 
close monitoring and supplementing of 
electrolytes - is the mainstay of 
minimising the effect of the syndrome. 
Supplementation of vitamins is also 
paramount, with particular regard 
given to vitamin B1 supplementation to 
prevent Wernicke’s encephalopathy or 

’c c\/nHmmQ 
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prevent Wernicke’s encephalopathy or 
Korsakoff’s syndrome. 


A Bloods taken from drip arm 


Blood tests taken from the drip arm is 
possible, but not the most likely 
explanation within the scenario 
described. 


B Syndrome of inappropriate 

ADH secretion 

Syndrome of inappropriate ADH 
secretion could explain certain aspects 
of her blood tests, but would not 
explain why she is deficient in all 
electrolytes. 

C Inappropriate intravenous 

fluid replacement 


Inappropriate intravenous fluid 
replacement could explain certain 
aspects of her blood tests, but would 
not explain why she is deficient in all 
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Inappropriate intravenous 


fluid replacement 


Inappropriate intravenous fluid 
replacement could explain certain 
aspects of her blood tests, but would 
not explain why she is deficient in all 
electrolytes. 


E Vomiting-related electrolyte 

loss 

Vomiting-related electrolyte loss could 
explain certain aspects of her blood 
tests, but would not explain why she is 
deficient in all electrolytes. 


Rate this question: 



Next Question 


Previous Question Tag Question 
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A 56-year-old man is admitted directly 
to the high-dependency unit with 
suspected acute pancreatitis. This is 
his third attack over the past 3 years 
and he is recognised to have a history 
of alcohol abuse. 

On examination, his blood pressure 
(BP) is 100/60 mmHg, his pulse is 
100/min and regular, he is pyrexial 37.8 
°C and complaining of severe 
epigastric pain. His amylase is 
confirmed at 1450 U/l. Other bloods 
are in progress. 

Which of the following features would 
be consistent with severe pancreatitis? 

A Calcium 2.1 mmol/l 

B Albumin 34 g/l 

C Lactate dehydrogenase (LDH) 

620 U/l 


D Amylase 1450 U/l 
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On examination, his blood pressure 
(BP) is 100/60 mmHg, his pulse is 
100/min and regular, he is pyrexial 37.8 
°C and complaining of severe 
epigastric pain. His amylase is 
confirmed at 1450 U/l. Other bloods 
are in progress. 

Which of the following features would 
be consistent with severe pancreatitis? 


A Calcium 2.1 mmol/l 

B Albumin 34 g/l 

C Lactate dehydrogenase (LDH) 

620 U/l 

D Amylase 1450 U/l 


E Urea 14 mmol/l 
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PANCREAS 


PANCREAS 



Enzymes: LDH >600 IU/1 or 
AST >200 IU/ 


A Albumin <32 g/l (serum) 


Sugar: blood glucose >10 
mmol/l 


Close 


<1 


O 


□ 













Question 3 of 201 




'O' HU' 10:22 




The Glasgow Prognostic Score is 
closely linked to outcomes and 
prognosis. Three or more of these 
factors indicate severe pancreatitis 
and should prompt consideration for 
referral to a higher dependency 
setting. 


A I Calcium 2.1 mrmol/1 


A calcium level <2 mmol/l would be 
consistent with a severe pancreatitis if 
seen in conjunction with two other 
factors in the Glasgow Prognostic 
Score. 


B Albumin 34 g/l 

A serum albumin <32 g/l would be 
consistent with a severe pancreatitis if 
seen in conjunction with two other 
factors in the Glasgow Prognostic 
Score. 
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A 62-year-old man presents to the 
Emergency Room with deep jaundice, 
drowsiness and confusion. He has been 
increasingly unwell for the past 3 
months, and an ultrasound of his 
abdomen from 2 weeks earlier 
demonstrated a mass in the head of 
the pancreas, a degree of biliary 
obstruction and probable metastases 
within the liver substance itself. 


On examination, he is drowsy and 
confused, his temperature is 37.8 °C, 
his BP is 100/60 mmHg with a pulse of 
85/min, there are a number of scratch 
marks on his skin and he is deeply 
jaundiced. He is tender in the 
epigastrium and you can feel a liver 
edge. 


Investigations: 


Hb 

10.1 

g/dl 

WCC 

8.2 

x 10 9 /l 

PLT 

102 

x 10 9 /l 

Na + 

137 

mmol/l 

K + 

4.0 

mmol/l 
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TNCT 

K + 

Creatinine 

ALT 

Bilirubin 

ALP 


I sJT7 I I I I I I KJ I / I 

4.0 mmol/l 
130 (jmol/l 
105 U/l 
280 |jmol/l 
485 U/l 



Which of the following is the most 
important intervention here? 

A Oral ciprofloxacin 

B Percutaneous trans-hepatic 

cholangiography (PTC) tube 

C Choledochojejunostomy 

D Whipple’s procedure 

E Endoscopic retrograde 

cholangiopancreatography 
(ERCP) with stenting 
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demonstrated a mass in the head of 
the pancreas, a degree of biliary 
obstruction and probable metastases 
within the liver substance itself. 


On examination, he is drowsy and 
confused, his temperature is 37.8 °C, 
his BP is 100/60 mmHg with a pulse of 
85/min, there are a number of scratch 
marks on his skin and he is deeply 
jaundiced. He is tender in the 
epigastrium and you can feel a liver 
edge. 


Investigations: 


Hb 

10.1 g/dl 

WCC 

PLT 

8.2 x 10 9 /l 

102 x 10 9 /l 

Na + 

K + 

137 mmol/I 

4.0 mmol/l 

Creatinine 

130 |_imol/l 

ALT 

105 U/l 

Bilirubin 

280 [jmol/l 
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I E 

1 Endoscopic retrograde 



1 cholangiopancreatography 



1 (ERCP) with stenting 



This patient has hepatic obstruction, as 
evidenced by his deep jaundice and 
obstructive picture on liver function 
testing. ERCP with stenting delivered 
at the same time is the preferred 
option here, and is likely to drive an 
improvement in symptoms for at least 
a few months. 


A Oral ciprofloxacin 

Ascending cholangitis is a possibility 
and would be used in combination 
with ERCP. They are not likely to be 
effective used in isolation. 


B Percutaneous trans-hepatic 

cholangiography (PTC) tube 

PTC is only indicated in the event that 
the obstruction cannot be relieved by 
ERCP alone. 
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PTC is only indicated in the event that 
the obstruction cannot be relieved by 
ERCP alone. 


C Choledochojejunostomy 

Choledochojejunostomy is a potential 
alternative to ERCP, although this 
patient’s advanced disease implies that 
even this procedure is not an option. 


D 


Whipple’s procedure 


Surgical resection will not be curative, 
carries a high operative risk and should 
be avoided here. 


Rate this question: 



Next Question 


Previous Question 

Tag Question 

Feedback 

End Session 
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A 67-year-old man of Irish descent 
presented to Outpatients with a 10- 
month history of right iliac fossa 
abdominal pain and watery diarrhoea 
up to 15 times a day. He had been a 
heavy drinker in the past, consuming 
40 pints of beer a week, but had cut 
back to 1 pint a day for several years. 

He had recently noticed that his 
symptoms became worse when 
drinking alcohol so has now stopped 
completely. His wife had noticed that 
that he has lost weight recently but he 
was unable to quantify this. He has 
never smoked but his wife has noticed 
that he has had some attacks of 
wheeziness. 

Examination of his abdomen revealed 
3 cm hepatomegaly and an indistinct 
mass in the right iliac fossa. Urea and 
electrolytes, liver function tests and full 
blood count were normal, but a small- 
bowel barium examination revealed a 
submucosal mass in the ileum. 

What is the likely diagnosis? 







“.ill ^®oe 



■ li 10:33 



Question 5 of 201 


that he has had some attacks of 
wheeziness. 

Examination of his abdomen revealed 
3 cm hepatomegaly and an indistinct 
mass in the right iliac fossa. Urea and 
electrolytes, liver function tests and full 
blood count were normal, but a small- 
bowel barium examination revealed a 
submucosal mass in the ileum. 

What is the likely diagnosis? 


A Coeliac disease-related 

lymphoma 

B Chronic pancreatitis 

C Villous adenoma 


D Carcinoid syndrome 

E Immunoproliferative small 

intestinal disease 
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A 67-year-old man of Irish descent 
presented to Outpatients with a 10- 
month history of right iliac fossa 
abdominal pain and watery diarrhoea 
up to 15 times a day. He had been a 
heavy drinker in the past, consuming 
40 pints of beer a week, but had cut 
back to 1 pint a day for several years. 

He had recently noticed that his 
symptoms became worse when 
drinking alcohol so has now stopped 
completely. His wife had noticed that 
that he has lost weight recently but he 
was unable to quantify this. He has 
never smoked but his wife has noticed 
that he has had some attacks of 
wheeziness. 

Examination of his abdomen revealed 
3 cm hepatomegaly and an indistinct 
mass in the right iliac fossa. Urea and 
electrolytes, liver function tests and full 
blood count were normal, but a small- 
bowel barium examination revealed a 
submucosal mass in the ileum. 

What is the likely diagnosis? 


Your answer was correct 
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D I Carcinoid syndrome 


Carcinoid tumours are neuroendocrine 
tumours that most commonly occur in 
the Gl tract. They secrete many 
vasoactive molecules (particularly 
serotonin), which, in the absence of 
hepatic involvement, are metabolised 
in the liver. If these tumours 
metastasise to the liver, the liver's 
ability to break down the serotonin 
produced by these tumours may be 
overwhelmed; it may then enter the 
systemic circulation, and symptoms 
will subsequently develop. 

It is the phalanx of symptoms 
produced through serotonin entering 
the circulation that defines the 
carcinoid syndrome. Of these 
symptoms, debilitating diarrhoea - 
often associated with abdominal pain - 
is the most common. Flushing (which 
commonly affects the neck and face) 
may be associated with wheezing, and 
telangiectases may result. 

Alcohol and food intolerances, and 

pyarprhatinn<; nf wmnfnm<; hv ql-rp<;c; 

o □ 










“,i ^©Oi=> 



■ I 110:37 



Question 5 of 201 


Alcohol and food intolerances, and 
exacerbations of symptoms by stress 
and some drugs, are not uncommon. 
The classic cardiac findings are of 
right-sided heart disease, namely 
tricuspid incompetence or pulmonary 
stenosis. Examination often reveals 
hepatomegaly; imaging of the liver 
reveals metastatic disease. 

Urinary levels of 5-hydroxyindoleacetic 
acid (5-HIAA) are normally increased. 
Treatment with somatostatin 
analogues (such as octreotide) may 
improve symptoms, and chemotherapy 
may also be helpful. Men and women 
are equally affected by carcinoid 
tumours, and presentation tends to 
occur between the ages of 50 and 75 
years. Carcinoid tumours are mostly 
commonly found in the ileum and 
appendix, but can be located in many 
other sites, both intestinal and extra- 
intestinal. Approximately only one- 
third of tumours metastasise and, 
consequently, many are asymptomatic. 



Coeliac disease-related 
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lymphoma 


Lymphoma is a recognised 
complication of coeliac disease, but his 
lack of Gl symptoms prior to 10 
months earlier makes underlying 
coeliac disease unlikely (although 
coeliac disease may be subclinical). 


B Chronic pancreatitis 

Chronic pancreatitis tends to cause 
upper abdominal pain and 
malabsorptive (as opposed to watery) 
diarrhoea. It is not likely to cause the 
associated symptoms described in the 
presentation. 


C Villous adenoma 

Villous adenomas of the rectum are 
not likely to cause the associated 
symptoms described in the 
presentation. 


E Immunoproliferative small 

intestinal disease 
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diarrhoea. It is not likely to cause the 
associated symptoms described in the 
presentation. 


C Villous adenoma 

Villous adenomas of the rectum are 
not likely to cause the associated 
symptoms described in the 
presentation. 


E Immunoproliferative small 

intestinal disease 

I PS ID is a proximal small bowel 
lymphoproliferative condition that 
tends to present with malabsorption 
and weight loss. As with coeliac 
disease, it may progress to lymphoma. 
It does not describe the full pattern of 
symptoms described in the scenario. 

Rate this question: (8) 


Next Question 
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A 55-year-old man was found on the 
street by the police. He complains of 
right upper quadrant pain and 
anorexia. He works at a building site 
but has recently lost his job. 


On examination, he smells very 
strongly of alcohol. He has icteric 
sclera. His temperature is 37.6 °C. 
There is spider naevi and palmar 
erythema. Heart sounds and chest 
examination are unremarkable. 


Abdominal examination reveals du 


flanks and a tender liver edge. There is 


no focal neurology but a hepatic flap is 
present. 


Investigation results are as below: 


Haemoglobin (Hb) 

12.1 g/dl 

White blood count 
(WBC) 

17.0 x 10 9 /l 

Platelets 

80 x 10 9 /l 

Mean cell volume (MCV) 

103 fL 

International normalised 
ratio (INR) 

1.6 

Na + 

132 mmol/l 

0 o 
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Na + 

132 mmol/I 

K + 

3.3 mmol/l 

Urea 

1.7 mmol/l 

Creatinine 

70 pmol/l 

Albumin 

35 gIL 

Bilirubin 

102 pmol/l 

Alanine 

aminotransferase (ALT) 

45 U/l (5- 
35) 

Aspartate 

aminotransferase (AST) 

100 U/l 
(10-40) 

Alkaline phosphatase 
(ALP) 

156 U/l 
(30-150) 

Ferritin 

987 pig/l 

Hepatitis and 
autoimmune serology 

Negative 


What is the most likely diagnosis? 

A Hepatoma 
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aminotransferase (AST) 

(10-40) 

Alkaline phosphatase 
(ALP) 

156 U/l 
(30-150) 

Ferritin 

987 (jg/l 

Hepatitis and 
autoimmune serology 

Negative 


What is the most likely diagnosis? 

A Hepatoma 
B Alcoholic hepatitis 

C Choledocholithiasis 

D Viral hepatitis 

E Haemochromatosis 
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Alcoholic hepatitis commonly occurs 
after a prolonged period of alcohol 
abuse or return to alcohol after period 
of abstinence. It often presents with 
malaise, anorexia, mild fever, tender 
hepatolomegaly, and (if severe) 
jaundice. Investigations usually revea 
mildly increased serum transaminases, 
macrocytosis, thrombocytopenia, poor 
hepatic synthetic function, 
eukocytosis irrespective of infection 
and increased acute phase reactants. 
Usually the AST : ALT > 2. 

The prognosis depends on its severity. 
Malnutrition, jaundice, fluid retention 
and encephalopathy are associated 
with poor outlook. Histology can help 
to confirm diagnosis. 

The mainstay of treatment is 
supportive in nature: 


Alcohol abstinence 
Prevention and treatment of 
alcohol withdrawal 
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alcohol withdrawal 

• Fluid management 

• Nutritional support 

• Infection surveillance 

• Prophylaxis against gastric 
mucosal bleeding 


The discriminant function (DF) can be 
used to identify patients for treatment. 
Those who have a value > 32 may 
benefit from corticosteroids. If there is 
a contraindication to steroids, 
pentoxifylline is an alternative. 


E I Haemochromatosis 


There is no suggestion of other organ 
involvement, and haemochromatosis is 
less likely to explain the tender 
hepatomegaly, raised WCC, and mild 
fever. The raised ferritin in this case is 
likely due to alcoholic liver disease and 
not haemochromatosis. 



A Hepatoma 
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but has recently lost his job. 

On examination, he smells very 
strongly of alcohol. He has icteric 
sclera. His temperature is 37.6 °C. 

There is spider naevi and palmar 
erythema. Heart sounds and chest 
examination are unremarkable. 
Abdominal examination reveals dull 
flanks and a tender liver edge. There is 
no focal neurology but a hepatic flap is 
present. 


Investigation results are as below: 


Haemoglobin (Hb) 

12.1 g/dl 

White blood count 
(WBC) 

17.0 x 10 9 /l 

Platelets 

80 x 10 9 /l 

Mean ce 1 volume (MCV) 

103 fL 

International normalised 
ratio (INR) 

1.6 

Na + 

132 mmol/I 

K + 

3.3 mmol/l 

Urea 

1.7 mmol/l 
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Na + 

132 mmol/l 

K + 

3.3 mmol/l 

Urea 

Creatinine 

1.7 mmol/l 

70 |jmol/l 

Albumin 

35 gIL 

Bilirubin 

102 pmol/l 

Alanine 

45 U/l (5- 

aminotransferase (ALT) 

35) 



Aspartate 

100 U/l 

aminotransferase (AST) 

(10-40) 

Alkaline phosphatase 
(ALP) 

156 U/l 
(30-150) 

Ferritin 

987 |jg/l 

Hepatitis and 
autoimmune serology 

Negative 


What is the most likely diagnosis? 


Your answer was incorrect 
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WCC, make alcoholic hepatitis a more 
likely cause. 


C Choledocholithiasis 

Acute gallstone impaction in the 
common bile duct is likely to present 
with right upper quadrant pain, with 
possible complicating cholangitis 
causing a fever. But this would not 
account for the macrocytosis, signs of 
chronic liver disease, and 
decompensation with jaundice, ascites 
and asterixis. 


D Viral hepatitis 

This could be the cause of chronic liver 
disease, which has now 
decompensated, but we are told that 
viral serology is negative. 


Rate this question: 



Next Question 
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A young man with known alcoholic 
cirrhosis presents saying that he has 
had black, foul-smelling stool after a 
week of binge drinking. He has had 
two such episodes. He has never had 
melaena before, but on ultrasound one 
year ago he was found to have mild 
splenomegaly and has recently had 
drainage of ascites. 

He is refusing an oesophago-gastro- 
duodenoscopy (OGD) as he had a ‘bad 
experience’ before. However, he will 
undergo other investigations as 
necessary and will have an OGD if you 
can determine that he has had an 
upper gastrointestinal bleed. His 
haemoglobin is reduced significantly at 
6.9 g/dl, and urea is significantly 
elevated. He is transfused with 4 units 
of packed cells and serum 
haemoglobin is re-checked. 

Which of the following blood test 
results might you expect to see? 


A Reduced calcium vs baseline 
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upper gastrointestinal bleed. His 
haemoglobin is reduced significantly at 
6.9 g/dl, and urea is significantly 
elevated. He is transfused with 4 units 
of packed cells and serum 
haemoglobin is re-checked. 

Which of the following blood test 
results might you expect to see? 

A 

Reduced calcium vs baselii 

ie 

B 

Reduced potassium vs 
baseline 


C 

Elevated magnesium vs 
baseline 


D 

Reduced phosphate vs 
baseline 


E 

Moderate increase in serum 

albumin vs baseline 
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undergo other investigations as 
necessary and will have an OGD if you 
can determine that he has had an 
upper gastrointestinal bleed. His 
haemoglobin is reduced significantly at 
6.9 g/dl, and urea is significantly 
elevated. He is transfused with 4 units 
of packed cells and serum 
haemoglobin is re-checked. 


Which of the following blood test 
results might you expect to see? 


Your answer was incorrect 




Reduced potassium vs 
baseline 


C I Elevated magnesium vs 
I baseline 


D Reduced phosphate vs 

baseline 
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Packed cells contain citrate as a buffer, 
which can result in a reduction in 
ionised calcium unless a citrate-free 
formulation of packed cells is used. 


C I Elevated magnesium vs 
I baseline 


Hypomagnesaemia is common in 
alcoholism and levels don’t rise in 
association with blood transfusion. 

B Reduced potassium vs 

baseline 

After a blood transfusion, potassium is 
elevated due to red blood cell 
haemolysis in the transfusion. In 
chronic alcoholism per se, 
hypokalaemia is of course relatively 
more common. 



Reduced phosphate vs 
baseline 
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After a blood transfusion, potassium is 
elevated due to red blood cell 
haemolysis in the transfusion. In 
chronic alcoholism per se, 
hypokalaemia is of course relatively 
more common. 


D Reduced phosphate vs 

baseline 

Hyperphosphatemia is the main 
consequence of large-volume blood 
transfusion. 


E Moderate increase in serum 

albumin vs baseline 

Packed cells do not result in a 
significant change in serum albumin; 
for this, albumin infusions themselves 
are required. 


Rate this question: 



Next Question 
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thinks she has lost some weight. 


Examination of all systems is norma 
and her blood test shows mild 
dehydration. 


Her general practitioner (GP) referred 
her for a barium swallow, which is 
shown as below: 



An endoscopy is arranged. 

What further investigation will you 
consider before proceeding to 
treatment? 
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A 31-year-old woman presents with a 
9-month history of intermittent 
dysphagia to solids and liquids which 
appears to have worsened over the 
last two months. She is hungry, but 
finds it difficult to keep the food down. 
She regurgitates her food and 
describes frank vomiting recently. She 


thinks she has lost some weight. 


Examination of all systems is normal, 
and her blood test shows mild 
dehydration. 

Her general practitioner (GP) referred 
her for a barium swallow, which is 
shown as below: 
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Oesophageal manometry 
study 



The barium swallow shows 
characteristic sharp narrowing of the 
lower oesophagus exhibiting a typical 
‘bird's beak’ appearance, with hold-up 
of barium. This is consistent with 
achalasia but doesn't totally rule out a 
carcinoma. It is characterised by 
aperistalsis of the body of the 
oesophagus and impaired relaxation of 
the lower oesophageal sphincter. 
Manometry is the gold standard 
investigation, which shows a high 
resting lower oesophageal sphincter 
pressure and non-propagated lower 
oesophageal body contractions. 


The aetiology remains unclear. The 
greatest incidence is between 30-50 
years of age. Chest radiography can be 
non-specific, but may show a 
mediastinal shadow caused by the 
dilated oesophagus with an air/fluid 
level. Barium swallow is the mainstay 
of radiological diagnosis. Endoscopy is 
necessary in any patient to exclude a 
more sinister cause, because rarely a 
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more sinister cause, because rarely a 
stenosing adenocarcinoma can present 
in a manner similar to achalasia (the 
so-called pseudo-achalasia). 


A CT scan of the thorax 

Although this may reveal the dilated 
oesophagus with narrowing of the 
lower portion, it is less useful versus 
manometry with respect to confirming 
the underlying diagnosis. 

B CT scan of the abdomen 

CT scan of the abdomen is only really 
of utility here if oesophageal 
carcinoma is suspected, as a screen for 
hepatic metastases. 


D Endoluminal ultrasound scan 


Endoluminal ultrasound scanning has a 
role in the initial evaluation of 
oesophageal cancer, with respect to 
the depth and lateral spread of any 
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hepatic metastases. 


D Endoluminal ultrasound scan 

Endoluminal ultrasound scanning has a 
role in the initial evaluation of 
oesophageal cancer, with respect to 
the depth and lateral spread of any 
lesions identified. 


E Gastric transit study 

Gastric transit studies are used in the 
evaluation of gastroparesis, which is 
associated with autonomic neuropathy, 
for example in long-standing diabetes 
mellitus. 


Rate this question: 



Previous Question 

Tag Question 

Feedback 

End Session 
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A 42-year-old man presented to his GP 
complaining of lethargy, pruritus, right 
upper quadrant discomfort and dry 
mouth and eyes. Otherwise he was 
asymptomatic and had no previous 
history of note. He drank 24 units of 
alcohol per week. 


On examination, he had two-finger 
hepatomegaly and his spleen was just 
palpable. No signs of chronic liver 
disease were present. 


Investigations: 


Na + 

132 mmol/I 

K + 

4.4 mmol/l 

Urea 

2.4 mmol/l 

Creatinine 

70 

micromol/l 

Albumin 

34 g/l 

Bilirubin 

25 

micromol/l 

AST 

44 U/l 

ALT 

41 U/l 
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ALT 

41 U/l 

ALP 

556 U/l 

GGT 

1021 U/l 

Serum LDL 

cholesterol 

3.22 mmol/I 

Serum HDL 

cholesterol 

5.56 mmol/l 

Serum IgM 

6.5 g/l 


What is the most likely diagnosis? 


A Gallstones 


B Pancreatic carcinoma 


C Primary sclerosing cholangitis 


D Primary biliary cirrhosis 


E Haemochromatosis 
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K + 

4.4 mmol/l 

Urea 

2.4 mmol/l 

Creatinine 

70 

micromol/l 

Albumin 

Bilirubin 

AST 

34 g/l 

25 

micromol/l 

44 U/l 

ALT 

41 U/l 

ALP 

556 U/l 

GGT 

1021 U/l 

Serum LDL 

cholesterol 

3.22 mmol/l 

Serum HDL 

cholesterol 

Serum IgM 

5.56 mmol/l 

6.5 g/l 


What is the most likely diagnosis? 


Your answer w 
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D I Primary biliary cirrhosis 


This man is most likely to have primary 
biliary cirrhosis (PBC). This is a 
condition of unclear aetiology that is 
characterised by the destruction of the 
small and medium-sized bile ducts. 
There is a presumed autoimmune 
component to the pathogenesis of 
PBC, and other immunologically driven 
conditions (including Graves’ disease 
and pernicious anaemia) are found at 
higher rates in those with PBC than in 
the general population. 

PBC particularly affects women 
(female:male of 9: 1) and onset is 
usually between the ages of 30 and 60 
years. The presenting symptoms are 
usually non-specific, with fatigue and 
pruritus being the most common 
complaints. 

Examination may be normal, although 
xanthelasmata are commonly found in 
association with PBC. Despite the 
name of the condition, there is actually 
a spectrum in the severity of liver 
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improvements in diagnostics mean 
that many people are diagnosed and 
first treated whilst in an early phase of 
disease without significant liver 
fibrosis, although cirrhosis and portal 
hypertension may occur in advanced 


Investigation shows marked elevation 
of ALP and GGT, with lesser increases 
in the transaminases. Serum 
immunoglobulins (particularly IgM) are 
also often elevated. Positive anti- 
mitochondrial (M2) antibodies have a 
sensitivity and specificity of over 90%. 
Biopsy is not essential in making the 
diagnosis, although may help to 
confirm the diagnosis and is useful for 
staging disease. 

Ursodeoxycholic acid (UDCA) is the 
only specific treatment of any benefit 
in PBC. For reasons that are not clear, 
not all affected people respond to 
UDCA. Treatment of the pruritus that 
occurs in PBC is often difficult. 
Cholestyramine is the best treatment 
for pruritus, although it is often poorly 
tolerated; antihistamines, opiate 
antagonists and Rifampicin also have a 
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antagonists and Rifampicin also have a 
role to play. Liver transplantation may 
be indicated for severe refractory 
pruritus, along with decompensated 
PBC cirrhosis. 


C I Primary sclerosing cholangitis 


The elevated IgM and HDL cholesterol 
are consistent with PBC, but are not 
typical features of PSC. 


A Gallstones 

The history given in the scenario does 
not fit with gallstones. 


B Pancreatic carcinoma 

The history given in the scenario does 
not fit with pancreatic carcinoma. 


E Haemochromatosis 

Haemochromatosis tends to cause a 
hepatitic rather than a cholestatic 
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micromol/ 

Albumin 

34 g/l 

Bilirubin 

25 

micromol/l 

AST 

44 U/l 

ALT 

41 U/l 

ALP 

556 U/l 

GGT 

1021 U/l 

Serum LDL 

cholesterol 

3.22 mmol/l 

Serum HDL 

cholesterol 

5.56 mmol/l 

Serum IgM 

6.5 g/l 


What is the most likely diagnosis? 


Your answer was incorrect 
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A Gallstones 
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You are asked to review a 56-year-old 
man who works in a smoked meats 
and fish factory. He receives free food 
from the factory every month. He 
complains of increasing indigestion 
and has lost a stone in weight over the 
past 2 months. He drinks 10 units per 
week. 

On examination, he has a mass in the 
epigastrium and a hard, palpable liver. 
Investigations reveal a microcytic 
anaemia; alanine aminotransferase and 
alkaline phosphatase are also both 

raised. 

Which of the following is the most 
likely underlying aetiological factor in 
his condition? 


Your answer was correct 


A I Smoked foods 



Alcohol consumption 
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A I Smoked foods 


This clinical picture is suggestive of 
gastric cancer. The patient has iron 
deficiency anaemia and a mass in the 
epigastrium. Aetiological risk factors 
include chronic H. pylori infection, 
tobacco abuse, alcohol consumption, 
food additives (nitrosamines), smoked 
foods, occupational exposure to heavy 
metals, rubber and asbestos. Although 
in a normal diet smoked foods only 
cause a very modest effect on risk of 
stomach cancer, in this case, regular 
consumption inis associated with 
elevated risk. Other associations with 
gastric cancer are gastritis with 
intestinal metaplasia, hypertrophic 
gastritis and pernicious anaemia. 
Unfortunately, few patients present 
early enough to be suitable for surgery. 
Whilst chemotherapy has not been 
proven to prolong survival, it may 
provide some degree of palliation. 

With the presence of metastases, 
gastrectomy is only considered in rare 
cases to prolong duration and quality 
of life. Five-year survival of gastric 
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of life. Five-year survival of gastric 
carcinoma is 12% overall, although 
survival for early carcinomas where 
resection is possible is much higher 
(>35%). Imatinib (Glivec) is an effective 
treatment for gastrointestinal stromal 
tumours (GIST) but is not useful in the 
management of gastric 
adenocarcinoma. 


B Alcohol consumption 

This patient’s alcohol consumption is 
very modest and unlikely therefore to 
be a significant contributor to risk of 
gastric cancer. 


C Genetics 

Hereditary gastric cancer syndromes 
such as hereditary diffuse gastric 
cancer do exist, but they are very rare, 
HDGC is autosomal dominant in its 
inheritance pattern. 


D Chronic H. pylori infection 
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A 42-year-old pre-menopausal woman 
presented to her GP with a three-week 
history of epigastric pain, occasionally 
retrosternal and worse at night. She 
had tried over-the-counter antacid 
preparations but had achieved no 
relief. Her weight was steady and 
bowel habit normal. There was no 
history of gastric malignancy in the 
family. 


Examination was unremarkable except 
for obesity, and her BMI is 31. Her GP 
has checked an Hb, which is slightly 
reduced at 11.4 g/dl, MCV is in the 
normal range. 


Which of the following describes the 
best management step? 


A Prescribe a proton pump 

inhibitor (PPI) and review 
symptoms in one month 

B Arrange upper 

gastrointestinal (Gl) 
endoscopy 
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normal range. 

Which of the following describes the 
best management step? 

A 

Prescribe a proton pump 
inhibitor (PPI) and review 
symptoms in one month 

B 

Arrange upper 
gastrointestinal (Gl) 
endoscopy 

C 

Check ferritin and then refer 
for upper gastrointestinal (Gl) 
endoscopy 

D 

Start a PPI and perform 
breath test screening for 
pylori 

E 

Prescribe a PPI and refer for 
endoscopy if there is no 
resolution within 2 weeks 
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a proton pump 
(PPI) and review 


in one month 


NICE guidelines state in this age group 
that dyspepsia, in the absence of alarm 
symptoms, should be treated with 
lifestyle advice and PPI if needed. If 
after one month symptoms are not 
controlled then testing for 
Helicobacter pylori (breath test or 
serology) could be carried out. 
Alternatively H. pylori screening could 
happen at the beginning, but there 
isn't strong evidence as to which to do 
first. There needs to be a two-week 
wash-out period off the PPI for a urea 
breath test to be reliable. 


B Arrange upper 

gastrointestinal (Gl) 
endoscopy 

There are no alarm symptoms such as 
weight loss, regurgitation of food or 
anaemia seen here, and the patient is 
under 55 years, hence going straight 
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C Check ferritin and then refer 

for upper gastrointestinal (Gl) 
endoscopy 

We already know that the Hb is only 
just below the lower limit of normal 
and that the MCV is normal, and hence 
significant iron deficiency is unlikely. 


D Start a PPI and perform 

breath test screening for 
pylori 

H. pylori testing should be conducted 
after a 2-week wash-out period from 
PPI, as use of acid suppression can 
make interpretation of the test 
unreliable. 


E Prescribe a PPI and refer for 

endoscopy if there is no 
resolution within 2 weeks 

A 2-week trial of therapy is too short 
to make a decision as to the impact on 
symptoms. 
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A 26-year-old woman who is 17 weeks 
pregnant with her third child comes to 
the clinic complaining of right upper 
quadrant pain, worsening nausea and 
jaundice. Apart from nausea at the 
beginning of her pregnancy, things 
have followed a relatively uneventful 
course and the family has most 
recently returned from a trip to 
Tunisia. 

On examination, she has jaundiced 
sclerae and looks tired. Her blood 
pressure is 110/60 mmHg, she is tender 
over the right upper quadrant, and she 
is pyrexial at 37.8 °C. 

Investigations: 


Hb 

11.0 g/dl 

WCC 

11.2 x 10 9 /l (mild 
lymphocytosis) 

PLT 

200 x 109/1 

Na + 

140 mmol/l 

K + 

4.8 mmol/l 

Creatinine 

100 |jmol/l 
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Creatinine 

100 |jmol/I 

Alanine 

aminotransferase 

(ALT) 

1200 U/l 

Alkaline 

phosphatase 

420 U/l 

Bilirubin 

230 |jmol/l 


Which of the following is the most 
likely diagnosis? 

A Fatty liver of pregnancy 
B Cholestasis of pregnancy 
C Hepatitis A 
D Budd Chiari syndrome 
E HELLP syndrome 
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course and the family has most 
recently returned from a trip to 
Tunisia. 


On examination, she has jaundiced 
sclerae and looks tired. Her blood 
pressure is 110/60 mmHg, she is tender 
over the right upper quadrant, and she 
is pyrexial at 37.8 °C. 

Investigations: 


Hb 

11.0 g/dl 

WCC 

11.2 x 10 9 /l (mild 
lymphocytosis) 

PLT 

200 x 109/1 

Na + 

140 mmol/l 

K + 

4.8 mmol/l 

Creatinine 

100 )jmol/I 

Alanine 


aminotransferase 

1200 U/l 

(ALT) 


Alkaline 

phosphatase 

420 U/l 
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The fever, leukocytosis, history of 
recent travel abroad and transaminase 
>1000 U/l all point towards acute 
hepatitis A infection. Hepatitis A has a 
similar course to non-pregnant 
patients and fulminant hepatic failure 
is rare. In utero infection has been 
associated with postnatal 
complications, so if a pregnant patient 
is travelling to an endemic area then 
vaccination is recommended. 


A Fatty liver of pregnancy 


The patient is only in the 17th week of 
gestation. Acute fatty liver of 
pregnancy is a rare and potentially 
fatal obstetric emergency that occurs 
in the third trimester. Presentation can 


be non-specific with nausea and 
vomiting, abdominal pain or acute liver 


failure in the most severe 



Bilirubin and transaminases tend to be 


significantly raised with a rise in WCC 
and hypoglycaemia/hyperlactaemia 
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and hypoglycaemia/hyperlactaemia 
(hallmarks of acute liver failure). 


B Cholestasis of pregnancy 

With this answer, one would expect 
the patient to have pruritus. Bilirubin is 
normally not elevated. The condition is 
characterised by pruritus (typically 
starting on the palms and soles of the 
feet) with raised fasting and post¬ 
prandial serum bile acids. Total 
bilirubin is rarely raised. The condition 
occasionally presents with pale stool 
and dark urine. It typically presents 
within the third trimester and resolves 
up to 6 weeks postpartum. Treatment 
is for pruritus with ursodeoxycholic 
acid and rifampicin. 


D Budd Chiari syndrome 

This clinical picture could resemble 
Budd-Chiari, however the travel 
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see clinical features of portal 
hypertension. Budd-Chiari is 
characterised by obstruction of the 
hepatic vein, sinusoidal congestion and 
portal hypertension. Pregnancy is a 
hypercoagulable state and the risk of 
Budd-Chiari is increased although it 
remains rare. Most patients presenting 
with de novo occlusion tend to have an 
undiagnosed underlying thrombophilia 
and should be investigated. 


E HELLP syndrome 

The platelet count and blood pressure 
are normal and the patient is only in 
the 17th week gestation. HELLP 
syndrome is an hepatic manifestation 
of pre-eclampsia. This occurs after the 
20th week of gestation and tends to 
occur in the presence of hypertension 
(>140/90 mmHg). Thrombocytopenia 
occurs as a result of a 
microangiopathic haemolytic anaemia. 
This takes place within the sinusoids 
leading to congestion, hepatic 
ischaemia and a transaminitis. 
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A 19-year-old woman presents to the 
Emergency Department with 
abdominal pain and vomiting. She has 
a long history of cramping abdominal 
pain, as does her younger brother. Her 
father has had two laparotomies. 

Examination and investigation reveals 
signs of small-bowel obstruction. A 
picture of her mouth is shown below: 



Which of the following is the most 
likely diagnosis? 


A Hereditary haemorrhagic 

telangiectasia 


B Juvenile polyposis 


C Familial adenomatous 
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picture of her mouth is shown below: 



Which of the following is the most 
likely diagnosis? 


A Hereditary haemorrhagic 

telangiectasia 

B Juvenile polyposis 

C Familial adenomatous 

polyposis 

D Peutz-Jeghers syndrome 
E Cronkhite-Canada syndrome 
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Peutz-Jeghers syndrome 



The history of small bowel obstruction 
with the classic signs of perioral 
pigmentation fits with Peutz-Jeghers 
syndrome. This disorder is inherited in 
an autosomal dominant fashion, with 
the defect being in a gene on 
chromosome 19 which encodes a 
serine threonine kinase. 


The characteristic pigmentation occurs 
circumorally, on the buccal mucosa, 
and may also occur on the hands and 
feet, and/ or around the anus. The 
pigmented areas may fade with age. 
Hamartomatous polyps typically 
develop in the small intestine, although 
they may occur in the stomach and 
colon too. Small intestinal 
intussusception may lead to small 
bowel obstruction requiring 
laparotomy. Accordingly, once 
diagnosed, screening for small 
intestinal polyps is undertaken; surgery 
has been the conventional means by 
which these are removed if present, 
but developments in enteroscopy 


rv* r\ rzi r\ fh nf thir i i 








3G 


..it ^ © o @ 


'©' 13 11:21 


< 

Question 13 of 201 

— 

uui ueveTopmHr ir^ i ry 


mean that this is increasingly another 
option. 

Screening of the small bowel may be 
via radiological means, and/ or by 
capsule endoscopy. People with Peutz- 
Jeghers syndrome are also at 
increased risk of both other 
gastrointestinal (Gl) tract 
malignancies, as well as non-GI 
malignancies (including breast and 
ovarian cancer). 


A Hereditary haemorrhagic 

telangiectasia 

HHT classically presents initially with 
epistaxis, occurring first at a mean age 
of 12 years; by 21 years of age, over 
90% of affected people are 
symptomatic. Telangiectasia (rather 
than pigmented spots) occurs on the 
lips, oral mucosa, tongue, face, 
conjunctivae, ears and fingers. Upper 
gastrointestinal haemorrhage occurs 
frequently, causing anaemia which 
often requires transfusion. Other 
visceral angiodysplasias may also 
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occur (including pulmonary AVMs), 
and vascular abnormalities in the liver 
may lead to cirrhosis. 


B Juvenile polyposis 

Juvenile polyposis may also cause 
small intestinal polyps, but not periora 
pigmentation. 


C Familial adenomatous 

polyposis 

FAP is a familial bowel cancer 
syndrome, but is also not associated 
with perioral pigmentation. 


E Cronkhite-Canada syndrome 

Cronkhite-Canada syndrome is a very 
rare disorder characterised by multiple 
intestinal polyps, alopecia, nail 
dystrophy and widespread skin 
pigmentation. It does not appear to 
have a familial tendency. The syndrome 
often first presents with diarrhoea. 
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chronic alcoholism presents to the 
clinic with increased abdominal 
swelling. She has noticed increasing 
abdominal girth over the past 4-6 
months. 


On examination, there are signs of 
chronic liver disease, including spider 
naevi and ascites, and she also has 
jaundiced sclerae. Her BP is 100/65 
mmHg. 

Investigations: 


Hb 

10.5 g/dl 

MCV 

107 fL 

WCC 

5.6 x 10 9 /l 

PLT 

202 x 10 9 /l 

Na + 

136 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

85 |jmol/l 

CA-125 

65 U/ml (< 35) 


What is the most likely cause for the 

inrraaearl 
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E I Cirrhosis 


The patient has clinical features of 
chronic liver disease and the alcohol 
history makes cirrhosis the most likely 
option. Cirrhosis with ascites is a well 
recognised cause of a false positive 
CA125. 


B I Ovarian carcinoma 


A patient presenting with ascites and a 
raised CA-125 raises the suspicion of 
ovarian cancer, however, there is a 
clear alcohol history and the patient 
has features of chronic liver disease. 
Although CA-125 is often used to 
screen for ovarian cancer there are 
multiple conditions that also result in 
an elevated CA-125 (including cirrhosis 
and ascites, other intra-abdominal 
cancers, endometriosis, PID, fibroids, 
pancreatitis and heart failure amongst 
others). 

If ovarian cancer is suspected, NICE 
recommend using the “Risk of 
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If ovarian cancer is suspected, NICE 
recommend using the “Risk of 
Malignancy Index (RMI)”, which 
combines transvaginal US, menopausa 
status and CA-125 level to assess the 
risk. All women with a score >250 
should be referred for specialist 
assessment. 

In women where there is a family 
history of ovarian carcinoma, genetic 
screening for BRCA1/2 is 
recommended as the preferred 
method for assessing future ovarian 
carcinoma risk. 


A Ascites 

Patients with cirrhosis and ascites can 
have an elevated CA-125 but it is not 
the ascites in isolation that is 
associated with an elevation of the 
enzyme. 


C Colonic carcinoma 


Colon cancer can produce a falsely 
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A 16-year-old boy presents with a 2- 
day history of colicky abdominal pain, 
vomiting and diarrhoea. He has been 
passing blood mixed with diarrhoea. 

He has no significant past medical 
history and takes no regular 
medication. 

On examination, he is pyrexial and 
clinically dehydrated. Cardiorespiratory 
and abdominal examinations are 
normal. 

What is the most likely diagnosis? 


Your answer was incorrect 


A Crohn’s disease 


B Pseudomembranous colitis 


C I Salmonella typhi infection 
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E I Campylobacter infection 


This patient has acute bloody 
diarrhoea most likely secondary to a 
bacterial gastroenteritis. In the UK 
Campylobacter infection is the 
commonest cause of this, followed by 
Salmonella and Shigella. Infection 
usually arises from eating undercooked 
frozen food, e.g. at barbeques. The 
symptoms are usually self-limiting, 
lasting up to 5 days. 



C I Salmonella typhi infection 


Typhoid fever is characterised by 
severe systemic illness with fever and 
abdominal pain. The organism 
classically responsible for the enteric 
fever syndrome is Salmonella enterica 
serotype Typhi (formerly S. typhi). 
Other Salmonella serotypes, 
particularly 5. enterica serotypes 
Paratyphi A, B or C, can cause a similar 
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Paratyphi A, B or C, can cause a similar 
syndrome; however, it is usually not 
clinically useful or possible to reliably 
predict the causative organism based 
on clinical findings. The term ‘enteric 
fever’ is a collective term that refers to 
both typhoid and paratyphoid fever. 
Because humans are the only reservoir 
for Salmonella enterica serotype Typhi, 
a history of travel to settings in which 
sanitation is poor or contact with a 
known typhoid case or carrier is useful 
for identifying people at risk of 
infection outside of endemic areas, 
although a specific source or contact is 
identified in a minority of cases. 
Transmission from an index case to a 
contact is rarely documented in 
resource-rich settings. 


A Crohn’s disease 

Crohn’s disease is an inflammatory 
condition of unknown aetiology that 
can affect any portion of the 
gastrointestinal tract, from the mouth 
to the perianal area. Its transmural 
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D Viral gastroenteritis 

Most cases of acute infectious 
gastroenteritis are viral, with norovirus 
being the most common cause of 
acute gastroenteritis and the second 
most common cause of hospitalisation 
for acute gastroenteritis. The other 
common pathogens causing viral 
gastroenteritis are rotavirus, enteric 
adenovirus and astrovirus. In addition 
to large outbreaks from consumption 
of contaminated food and water, 
noroviruses are efficiently spread 
person-to-person. Viral gastroenteritis 
has pronounced peaks in the winter 
and spring. Characteristics of the 
history that suggest a viral aetiology of 
acute gastroenteritis include: an 
intermediate incubation period (24-60 
h), a short infection duration (12-60 h) 
and a high frequency of vomiting. The 
bloody diarrhoea goes against viral 
gastroenteritis in this case. 


Rate this question: 
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operative assessment for hip 
replacement. She suffers from severe 
arthritis, hypercholesterolaemia, 
complex partial epilepsy and 
hypertension. She was treated for 
cystitis by her general practitioner 
(GP) 3 weeks ago. She is teetotal and a 
non-smoker. 


Blood test results are as below: 


Bilirubin 

25 pmol/l 

Alanine 

174 U/l (5- 

aminotransferase (ALT) 

35)| 



Aspartate 

180 U/l 

aminotransferase(AST) 

(10-40) 



Alkaline phosphatase 

160 U/l 

(ALP) 

(30-150) 

Hepatitis and 
autoimmune serology 

Ferritin 

Negative 

89 pig/l 

Ultrasound scan 

Normal 


Which of the drugs listed below would 
be most likely to account for her 
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C I Simvastatin 


The incidental discovery of 
asymptomatic patients with mild to 
moderate increases in serum 
transaminase concentrations 
represents a common clinical problem. 
Hydroxymethyl glutaryl co-enzyme A 
reductase inhibitors (statins), are well 
recognised to cause deranged liver 
function tests, classically causing a 
hepatocellular pattern of derangement, 
although other biochemical patterns of 
injury are possible. Over-the-counter 
medications and herbal remedies may 
also be associated. If viral, autoimmune 
and metabolic causes are excluded, 
patients should be advised to 
discontinue medications that may be 
the cause. 


A I Co-amoxiclav 


Amoxycillin-clavulanic acid (co- 
amoxiclav) can be responsible for a 
drug-induced liver injury, but this 
classically causes a cholestatic pattern 
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or derangement in liver function tests, 


although other biochemical patterns of 
injury are possible. The pattern of liver 
injury in this case is predominantly 
hepatocellular, and hence co- 
amoxiclav is not the best answer. 


B Carbamazepine 

Carbamazepine can be associated with 
a drug-induced liver injury, but more 
classically causes a cholestatic pattern 
of derangement in liver function tests, 
although other biochemical patterns of 
injury are possible. The pattern of liver 
injury in this case is predominantly 
hepatocellular, and hence 
Carbamazepine is not the best answer. 


D Bendrofluazide 

Although any drug can theoretically 
result in a drug-induced liver injury, 
only rare instances of clinically 
apparent liver injury have been linked 
to thiazide diuretics. 
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C I Colonoscopy should be 
I performed annually 


This patient has had ulcerative colitis 
(UC) for 10 years and has developed 
associated primary sclerosing 
cholangitis (PSC) of the liver. Patients 
with concomitant UC and PSC are at a 
higher risk of developing colonic 
cancer, and it is recommended that 
they be screened annually with 
colonoscopy. Those with history of 
colon cancer in a first-degree relative 
under 50 years of age should also be 
subject to annual surveillance. 


A Colonoscopy should be 

performed only when there 
are symptoms of colitis 

Given there is significant risk of colonic 
dysplasia and subsequent carcinoma, 
expectant colonoscopy only when 
there are symptoms runs the risk of 
missing a lesion that could be 
advanced at the point of diagnosis. 
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You are seeing a 25-year-old woman in 
clinic with a history of ulcerative colitis 
(UC). She had extensive colitis 10 years 
ago, which has improved with medica 
treatment. 


Last year, she had been diagnosed 
with early primary sclerosing 
cholangitis after an MRCP and liver 
biopsy. Her last colonoscopy was 6 
months ago, which detected no active 
disease, and random biopsies were 
normal. She is remaining well and 
asymptomatic. 

Physical examination is unremarkable, 
with a normal BMI of 23. 

When should colonic screening be 
performed on this patient? 



A Colonoscopy should be 

performed only when there 
are symptoms of colitis 


B Colonoscopy should be 
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When should colonic screening be 
performed on this patient? 



A Colonoscopy should be 

performed only when there 
are symptoms of colitis 

B Colonoscopy should be 

performed in 10 years’ time 



D Colonoscopy should be 

performed in 3 years’ time 

E Flexible sigmoidoscopy 

should be used 2-yearly 


Explanation 
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Question 17 of 201 

C I Colonoscopy should be 
I performed annually 


This patient has had ulcerative colitis 
(UC) for 10 years and has developed 
associated primary sclerosing 
cholangitis (PSC) of the liver. Patients 
with concomitant UC and PSC are at a 
higher risk of developing colonic 
cancer, and it is recommended that 
they be screened annually with 
colonoscopy. Those with history of 
colon cancer in a first-degree relative 
under 50 years of age should also be 
subject to annual surveillance. 


A Colonoscopy should be 

performed only when there 
are symptoms of colitis 

Given there is significant risk of colonic 
dysplasia and subsequent carcinoma, 
expectant colonoscopy only when 
there are symptoms runs the risk of 
missing a lesion that could be 
advanced at the point of diagnosis. 
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Even those patients with low-risk 
disease (those with previous extensive 
colitis with no active 
endoscopic/histological inflammation 
or left-sided colitis or Crohn's colitis of 
<50% colon) should be surveyed 5- 
yearly. 


D Colonoscopy should be 

performed in 3 years' time 

Those with intermediate-risk disease, 
extensive colitis with mild active 
endoscopic/histological inflammation 
or post-inflammatory polyps or family 
history of colorectal cancer in a first- 
degree relative aged 50+, should be 
surveyed 3-yearly. 


E Flexible sigmoidoscopy 

should be used 2-yearly 

Flexible sigmoidoscopy is 
inappropriate because it would fail to 
detect right-sided colonic lesions. 
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A 45-year-old theology student from 
East Africa is admitted to the 
Emergency Room with upper 
gastrointestinal haemorrhage. Past 
history of note includes hepatitis C 
infection. 

On examination, he shows signs of 
chronic liver disease with lower limb 
oedema, ascites, spider naevi and 
scratch marks. 


Investigations: 


Hb 

9.8 g/dl 

WCC 

6.7 x 10 9 /l (slightly 
elevated eosinophils) 

PLT 

130 x 10 9 /l 

Na + 

139 mmol/l 

K + 

5.4 mmol/l 

Creatinine 

165 |jmol/l 

Upper Gl 
endoscopy 

Varices 

Hepatic 

USS 

Peri-portal fibrosis 
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Abdominal 

CT 

Capsules and septa 
visualised within the 

liver 


Which of the following represents the 
most likely diagnosis? 

A Cirrhosis due to chronic 

hepatitis C infection 

B Portal hypertension due to 

mansoni infection 

C Portal hypertension due to 

haematobium and hepatitis C 
infection 

D Portal hypertension due to 

mansoni and hepatitis C 
infection 

E Portal hypertension due to 

mekongi and hepatitis C 

infection 
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scratch marks. 


Investigations: 


Hb 

9.8 g/dl 

WCC 

6.7 x 10 9 /l (slightly 

elevated eosinophils) 

PLT 

130 x 10 9 /l 

Na + 

K + 

139 mmol/l 

5.4 mmol/l 

Creatinine 

165 pmol/l 

Upper Gl 
endoscopy 

Varices 

Heoatic 


uss 

Peri-portal fibrosis 

Abdominal 

CT 

Capsules and septa 
visualised within the 

liver 


Which of the following represents the 
most likely diagnosis? 
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D I Portal hypertension due to 
I mansoni and hepatitis C 
I infection 


In the early stages of Schistosoma 
mansoni infection symptoms can 
include indigestion, flatulence and left 
hypochondrial pain due to splenic 
enlargement. Anaemia or cor 
pulmonale may cause generalised 
weakness, and shortness of breath. In 
the later stages, abdominal distention, 
lower limb oedema, haematemesis and 
melaena can occur. In the case of S. 
mansoni, peri-portal fibrosis is thought 
to contribute to portal hypertension, as 
seen here. Management involves worm 
clearance with an appropriate therapy 
such as praziquantel, and treatment of 
the portal hypertension. 


A Cirrhosis due to chronic 

hepatitis C infection 

Although hepatitis C infection could 
lead to the features of chronic liver 
disease seen here, there are several 
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case. The fact that the patient has an 
eosinophilia and is from an area where 
schistosomiasis is endemic should 
make you suspicious for this as a 
potential contributing factor. 
Additionally, the abdominal CT 
features found in this patient would 
not be explained by hepatitis C 
infection alone. 


B Portal hypertension due to 

mansoni infection 

Schistosoma mansoni rarely leads to 
chronic liver disease unless there is 
superimposed hepatitis B or C 
infection. In this instance we know that 
the patient already has a diagnosis of 
hepatitis C infection. 

C Portal hypertension due to 

haematobium and hepatitis C 
infection 

Schistosoma haematobium is found in 
areas of sub-Saharan Africa and in the 
Middle East, but causes genitourinary 
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Middle East, but causes genitourinary 
tract disease which is not the clinical 
picture seen here. Long-term 
complications of S. haematobium 
infection can lead to fibrosis of the 
bladder which, in turn, can result in an 
obstructive uropathy. It also is a risk 
factor for the development of bladder 
cancer. 


E Portal hypertension due to 

mekongi and hepatitis C 
infection 

Schistosoma mekongi occurs in the 
Mekong river basin in South East Asia, 
so is not going to be the organism 
involved in this case. It is a cause of 
intestinal schistosomiasis and the 
clinical picture is often similar to that 
described for S. mansoni, though 
neurological features can sometimes 
be seen if deposition of eggs into the 
central nervous system occurs. 


Rate this question: 
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D I Barium swallow 


The regurgitation of undigested food 
and halitosis is typical of a Zencker’s 
diverticulum. This is an outpouching of 
the musocsa and submucosa in an area 
of anatomical weakness at the level of 
the cricopharynx (Killian’s triangle). 
Coughing minutes to hours after eating 
is common and occurs during 
emptying of the diverticulum. Bleeding 
has been reported due to the effects 
of undigested medicines within the 
diverticula. Barium investigations are 
both useful at outlining the structure 
of the oesophagus and any 
accompanying motility disorders 
(Zencker’s diverticulae occur in the 
context of a hypertensive upper 
oesophageal sphincter). Surgical 
intervention is the treatment of choice, 
although endoscopic therapies are also 
available. 

Siddiq M, Sood S, Strachan D. 
Pharyngeal pouch (Zenker’s 
diverticulum). Postgraduate Medical 
Journal. 2001;77(910):506-511. 
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A 58-year-old man presents with 
dysphagia to solids and liquids and a 
nocturnal cough. He has had the 
problem for some time and is rather 
embarrassed about it as he has a new 
partner and has even coughed up food 
on his pillow which he notices first 
thing in the morning. He says the 
material is undigested and smells 
disgusting. He reports occasional acid 
in his throat, but doesn’t think this is 
the major problem. He smokes 10 
cigarettes per day and drinks a glass of 
Scotch each evening. 


On examination, his BMI is 27 and his 
BP is 142/92 mmHg. Other physical 
examination is unremarkable. 


Investigations: 


Hb 

12.1 

g/di 

WCC 

5.9 

x io 9 /i 

PLT 

241 

x 10 9 /l 

Na + 

141 

mmol/l 
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PLT 

7 

241 x 10 9 /l 

Na + 

141 mmol/l 

K + 

4.5 mmol/l 1 

Creatinine 

129 [jmol/l 


Plasma Viscosity 1.4 mPa/s (1.5-1.72) 


Which of the following is the most 
appropriate next investigation? 



A Oesophageal manometry 

B CT scan abdomen and thorax 


C Upper Gl endoscopy 


D I Barium swallow 


E Oesophageal pH 
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Barium swallow | 


The regurgitation of undigested food 
and halitosis is typical of a Zencker’s 
diverticulum. This is an outpouching of 
the musocsa and submucosa in an area 
of anatomical weakness at the level of 
the cricopharynx (Killian’s triangle). 
Coughing minutes to hours after eating 
is common and occurs during 
emptying of the diverticulum. Bleeding 
has been reported due to the effects 
of undigested medicines within the 
diverticula. Barium investigations are 
both useful at outlining the structure 
of the oesophagus and any 
accompanying motility disorders 
(Zencker’s diverticulae occur in the 
context of a hypertensive upper 
oesophageal sphincter). Surgical 
intervention is the treatment of choice, 
although endoscopic therapies are also 
available. 

Siddiq M, Sood S, Strachan D. 
Pharyngeal pouch (Zenker’s 
diverticulum). Postgraduate Medical 
Journal. 2001;77(910):506-511. 
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A 22-year-old dancer attends the 
Emergency Department as she has 
been unable to dance because of 
losing her balance. She has otherwise 
been well and denies drug or alcohol 
misuse. She has no family history, other 
than an aunt who died young with 
cirrhosis of the liver. 


Examination reveals her to be 
jaundiced, with a slight voluntary 
tremor of the arms and legs; no other 
abnormalities were noted. 


Investigations: 


White cell count 
(WCC) 

6.5 x 10 9 /l 

Haemoglobin (Hb) 

8.0 g/dl 

Platelets 

300 x 10 9 /l 

Reticulocytes 

5% 

Bilirubin 

100 |jmol/l 
(1-22) 

Aspartate 

1600 u/l (1- 

transaminase (AST) 

31) 

Alanine 

_Lnnn . . /t /it_ 




o 






“,ill ^ © O I® ©Dll :56 


^ Question 20 of 201 = 

Alanine 

aminotransferase 

(ALT) 

900 u/1 (5- 
35) 

Albumin 

29 g/l (37- 
49) 

Prothrombin time (PT) 

50 s (11.5- 
15.5) 

Serum free copper 

10 (jmol/l 
(0-1.6) 


Which of the following should be the 
next investigation? 

A Blood film 

B Liver biopsy 

C Slit lamp examination 

D Computed tomography (CT) 

of the head 

E Genetic testing 
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Reticulocytes 

5% 

Bilirubin 

100 |jmol/l 
(1-22) 

Aspartate 

1600 u/l (1- 

transaminase (AST) 

31) 



Alanine 



900 u/l (5- 
35) 

29 g/l (37- 
49) 

aminotransferase 

(ALT) 

Albumin 

Prothrombin time (PT) 

50 s (11.5- 
15.5) 


10 (jmol/l 

Serum free copper 

(0-1.6) 


Which of the following should be the 
next investigation? 



A Blood film 
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r Question 20 of 201 

C I Slit lamp examination 


The haemolysis and high serum free 
copper in a young person point 
towards a picture of fulminant Wilson’s 
disease. In this situation there is 
massive hepatic necrosis releasing the 
abnormally sequestered copper from 
the hepatocytes into the circulation, 
leading to haemolysis. Rapid and fatal 
liver failure can follow and an urgent 
diagnosis is required. In this situation 
the presence of KF rings (copper 
deposition in Descemet’s membrane) 
is the most rapid diagnostic sign, 
although rarely it may be absent. 

Ataxia and tremor are common 
neurological manifestations of Wilson’s 
disease, and the diagnosis should be 
suspected in any young adult with 
neuropsychiatric symptoms and a 
family history of liver disease. 


A Blood film 

A blood film in Wilson’s disease may 
show evidence of oxidant damage by 
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Question 21 of 201 


A 60-year-old man presents with a 9- 
month history of dysphagia and 
retrosternal chest pain on eating. 
There is no difference between solids 
and liquids. He also gives a history of 
regurgitating undigested food shortly 
after a meal. When he experiences 
discomfort after eating, this is relieved 
by regurgitation. 

He has a BMI of 29 kg/m 2 and has lost 
no weight over the last few months. 

Which investigation is most likely to 
definitively confirm the diagnosis? 


A Barium swallow 


B CT chest 


C Oesophageal manometry 

D OGD 

E Video fluoroscopy 
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Question 21 of 201 

C I Oesophageal manometry 


This patient has achalasia - failure of 
relaxation of the lower oesphageal 
sphincter. The primary clinical feature 
is dysphagia to both solids and liquids. 
Oesphageal manometry is correct as 
this will confirm the diagnosis, with the 
combination of absent body peristalsis 
and absent or impaired post- 
deglutitive relaxation of the lower 
oesophageal sphincter being 
diagnostic. 


A Barium swallow 

Although this is a useful screening test 
for dysphagia, it cannot confirm the 
diagnosis and further testing would be 
required. It will show a stricturing 
lesion, a pharyngeal pouch and, in the 
case of achalasia, it reveals the classic 
‘bird beak’ appearance at the cardia. 
This is due to failure of the sphincter to 
relax. The absence of peristalsis is 
evident. 
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Question 22 of 201 


A 40-year-old woman presents with a 
history of chronic diarrhoea. She also 
complains of bone pain. 

On examination, she has a number of 
small blisters on the skin that are 
extremely itchy. Blood testing reveals 
low corrected calcium, raised alkaline 
phosphatase and low albumin levels. 
She is also found to be anaemic. 

Which of the following represents the 
best treatment option for this patient? 


A Calcium and vitamin D 

supplementation 

B Intravenous albumin 


C Topical corticosteroids 

D Gluten-free diet 


E Oral 5-aminosalicyclic acid 
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A 40-year-old woman presents with a 
history of chronic diarrhoea. She also 
complains of bone pain. 


On examination, she has a number of 
small blisters on the skin that are 
extremely itchy. Blood testing reveals 
low corrected calcium, raised alkaline 
phosphatase and low albumin levels. 
She is also found to be anaemic. 


Which of the following represents the 
best treatment option for this patient? 



A Calcium and vitamin D 

supplementation 


B Intravenous albumin 


C Topical corticosteroids 
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Question 22 of 201 


D I Gluten-free diet 


The history of anaemia with associated 
hypoalbuminaemia, hypocalcaemia and 
raised alkaline phosphatase all point to 
a malabsorptive process secondary to 
coeliac disease and associated 
osteomalacia from vitamin D 
deficiency. There are dual peaks of 
incidence in the 3rd and 7th decades, 
and the disease is commoner in 
women. An OGD with duodenal or 
jejunal biopsy is the gold standard test, 
and demonstrates sub-total villous 
atrophy. Treatment is the 
commencement of a gluten-free diet, 
so Option D is correct. This will also 
help treat the skin rash from which the 
patient is suffering, called dermatitis 
herpetiformis - a chronic blistering skin 
rash linked to coeliac disease. 


A Calcium and vitamin D 

supplementation 




o 









^©OiP 


■ 


© 



12:08 



Question 22 of 201 


It would help with the low calcium but 
would not treat the underlying cause, 
so is not the best option here and is 
therefore incorrect. 


B Intravenous albumin 

This is rarely used as a treatment 
strategy to correct hypoalbuminaemia 
and would not be the best treatment in 
this patient. 


C Topical corticosteroids 

Topical corticosteroids have no role in 
the management of this skin condition. 


E Oral 5-aminosalicyclic acid 

The diarrhoea is caused by 
malabsorption from coeliac disease. 5- 
ASAs have no role in the management 
of coeliac disease and are more 
commonly used in the treatment of 
inflammatory bowel disease. 
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Question 23 of 201 


A 51-year-olo! man with a history of 
ulcerative colitis comes to the 
gastroenterology clinic for review. 

Over the past 6 months, since his last 
appointment, he has felt increasingly 
fatigued and off his food because of 
problems with nausea. He has also lost 
6 kg in weight over the past 3 months 
and noticed his stools have become 
increasingly paler, with dark urine and 
he has problems with generalised 
itching. 

On examination, his BP is 132/72 
mmHg, his pulse is 75/min and his BMI 
is 19. He looks jaundiced. Abdominal 
examination reveals no palpable 
masses. 

Investigations: 


Hb 

10.9 g/dl 

WCC 

8.9 x 10 9 /l 

PLT 

182 x 10 9 /l 

Na + 

1.3R mmnl/l 
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PLX 

182 x 10 9 /l 

Na + 

138 mmol/l 

K + 

4.4 mmol/l 

Creatinine 

110 (jmol/I 

AST 

141 U/l 

Aik Phos 

387 U/l 

Bilirubin 

188 |jmol/l 


Which of the following is the most 
likely diagnosis? 


A Carcinoma of the gall bladder 

B Pancreatic carcinoma 


C Primary biliary cirrhosis 

D Cholangiocarcinoma 


E Autoimmune hepatitis 
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r Question 23 of 201 

D I Cholangiocarcinoma 


This patient has a history of ulcerative 
colitis, which raises the possibility of 
underlying chronic liver disease related 
to primary sclerosing cholangitis. One 
outcome of primary sclerosing 
cholangitis is the development of 
cholangiocarcinoma, which presents 
often with only vague right upper 
quadrant pain, anorexia, jaundice and 
weight loss. It accounts in total for 
around 25% of biliary tract cancers. 
Ultrasound and MRCP are the initial 
non-invasive investigations of choice to 
confirm the diagnosis. 


A Carcinoma of the gall bladder 

This is a rare diagnosis and although a 
carcinoma of the gall bladder could 
present with weight loss and 
obstructive jaundice you may also find 
a painless palpable gall bladder. It is 
also not typically associated with 
ulcerative colitis and therefore is not 
the most likely diagnosis. 
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Question 23 of 201 


b pancreatic carcinoma 


Although pancreatic carcinoma would 
present with weight loss and 
obstructive jaundice, patients may also 
complain of abdominal pain radiating 
through to the back and an epigastric 
mass may be palpable. It is also not 
typically associated with ulcerative 
colitis. 


C Primary biliary cirrhosis 

This is a disease found predominantly 
in females. It presents with fatigue, itch 
and jaundice. Patients usually have 
positive anti-mitochondrial antibodies. 


E Autoimmune hepatitis 

Autoimmune hepatitis typically 
presents with fever, jaundice, fatigue 
and right upper quadrant pain, and is 
predominantly seen in females and is 
associated with other autoimmune 
conditions. Patients usually have 
positive antinuclear, anti-smooth 
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Question 24 of 201 


A 40-year-old woman presents with a 
history of abdominal pain and 
distension for the past 7 days. 

On examination, she is found to have 
jaundice, a smooth, 5 cm 
hepatomegaly and ascites. There are 
no stigmata of chronic liver disease 
and she does not take any regular 
medication. 


Investigations: 


Hb 

15.0 g/dl 

WCC 

11.0 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na+ 

140 mmol/l 

K+ 

4.7 mmol/l 

Creatinine 

200 |jmol/l 

Urea 

20 mmol/l 

APTT 

50 s 

PT 

13 s 


What is the most likely diagnosis? 
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Na+ 


140 mmol/I 


K+ 


4.7 mmol/l 


Creatinine 200 pmol/l 


Urea 


20 mmol/l 


APTT 


50 s 


PT 


13 s 


What is the most likely diagnosis? 


A Alcoholic liver disease 


B Right heart failure 
C Glomerulonephritis 
D Budd-Chiari syndrome 

E Metastatic liver disease 
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Question 24 of 201 = 

APTT 


50 S 

PT 


13 S 


What is the most likely diagnosis? 


Your answer was correct 


A Alcoholic liver disease 

B Right heart failure 
C Glomerulonephritis 


D I Budd-Chiari syndrome 


E Metastatic liver disease 

Explanation 


D I Budd-Chiari syndrome 


The prolonged APTT in the presence 
of a normal PT is suggestive of lupus 
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The prolonged APTT in the presence 
of a normal PT is suggestive of lupus 
anticoagulant, which would be 
consistent with anti-phospholipid 
syndrome, well recognised as a cause 
of Budd-Chiari syndrome. Budd-Chiari 
syndrome commonly presents with a 
triad of abdominal pain, hepatomegaly 
and ascites. It is a rare condition 
caused by occlusion to the hepatic 
vein. Treatment is with anticoagulation, 
surgery or a transjugular intrahepatic 
portosystemic shunt (TIPS) procedure. 

A Alcoholic liver disease 

Although this could account for her 
presentation, there is no mention of 
excessive alcohol intake in the history 
and her presentation is far more 
typical of Budd-Chiari syndrome. 


B Right heart failure 
Although this might cause an 
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B Right heart failure 

Although this might cause an 
engorged liver and ascites, it would 
not explain her clotting abnormalities. 


C Glomerulonephritis 

This would not explain the 
hepatomegaly and jaundice. 


E Metastatic liver disease 

You would not expect to feel a smooth 
liver in this case, and the ascitic fluid 
tap is more likely to be exudative in 
malignancy rather than transudative. 

Rate this question: 


Next Question 


Previous Question Tag Question 
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Question 25 of 201 


Ultrasound scan shows multiple hypo- 
echoic lesions in the liver, and a 
computed tomography scan (CT) of 
the abdomen is arranged (see figure 
below). 




What is the most likely diagnosis? 

A Carcinoid tumour and liver 

metastases 


B Hepatic abscesses 
C Haemangiomas 
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Question 25 of 201 

D I Pancreatic carcinoma and 
I liver metastases 


The computed tomography scan 
reveals a large mass of the pancreas 
with multiple liver metastases. The 
diagnosis is supported by the history. 
Abdominal pain, weight loss and 
jaundice are the three commonest 
symptoms of this cancer, which is an 
adenocarcinoma. It has a very poor 
prognosis, with the overall 5-year 
survival rate being less than 5%. A total 
of 80% of cases will have tumour 
spread to regional lymph nodes or 
distant organs at the time of 
presentation. A 4-week holiday to 
Egypt is highly unlikely to be 
associated with a risk of 
schistosomiasis; the pancreatic mass 
makes hepatic abscesses, 
haemangiomas and a carcinoid tumour 
unlikely. 


A Carcinoid tumour and liver 

metastases 
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Question 25 of 201 


'wOi ^m iuiu i i iuui o ai c vvcn 

differentiated neuroendocrine 
tumours. Carcinoid tumours can cause 
carcinoid syndrome, which occurs due 
to humoral factors released by these 
tumours. Carcinoid syndrome causes 
flushing and diarrhoea. Whilst the 
patient does have flushing, and if there 
was hepatic spread this could explain 
abdominal pain, there is no evidence of 
diarrhoea. That makes this diagnoses 
less likely. Carcinoid tumours are also 
very rare. 


B Hepatic abscesses 


Liver abscesses mostly occur following 
peritonitis due to leaking of bowel 
content with spread to the liver by 
portal circulation. Alternatively, there 
can be direct spread from the biliary 
system or haematogenous seeding 
from systemic infection. Liver abcesses 
commonly cause fever and abdominal 
pain, whilst patients can also have 
anorexia, vomiting and weight loss. 

This patient’s abdominal pain and 
tenderness with weight loss could be 
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— 

making this a less likely diagnosis. 

A so, 


the CT findings do not support it. 


C Haemangiomas 

Hepatic heamangiomas are common 
benign tumours, but multiple lesions 
may be present. Patients are mostly 
asymptomatic with diagnosis usually 
being incidental, but some patients can 
have abdominal pain or fullness. The 
presence of weight loss and massive 
hepatomegaly is not supported by this 
diagnosis, making it unlikely. 


E Schistosomiasis 

Schistosomiasis is an infection caused 
by parasitic flukes spread from 
freshwater snails. Species exist mostly 
in sub-Saharan Africa, but also in the 
Middle East, China, and central Africa. 
Schistosomiasis has multiple clinical 
manifestations which can be acute or 
chronic. In the acute phase, there can 
be swimmer’s itch or acute 
schistosomiasis syndrome, also known 
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Question 1 of 176 


A 36-year-old nurse has a 1-year 
history of recurrent urinary tract 
infections, altered bowel habit, brown 
discoloration of urine and has noticed 
intermittent air bubbles on passing 
urine. 

Which of the following is the most 
likely diagnosis? 

A Crohn’s disease 

B Ulcerative colitis 

C Klebsiella infection 

D Pneumatosis coli 

E Collagenous colitis 
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Question 1 of 176 


A 36-year-old nurse has a 1-year 
history of recurrent urinary tract 
infections, altered bowel habit, brown 
discoloration of urine and has noticed 
intermittent air bubbles on passing 
urine. 

Which of the following is the most 
likely diagnosis? 


Your answer was incorrect 



B Ulcerative colitis 


C Klebsiella infection 


D I Pneumatosis coli 


E Collagenous colitis 


Explanation <1 
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The combination of recurrent UTI, 
pneumaturia, faecaluria and underlying 
gastrointestinal symptoms is 
suggestive of a colovesical fistula. 
Causes of gastrointestinal fistula 
include Crohn’s disease, diverticulitis 
and colorectal tumours. 


D I Pneumatosis coli 


Pneumatosis coli is a clinical sign 
suggestive of gas within the bowel 
wall. This finding can result from a 
number of conditions, including bowel 
ischaemia and infective enteritis, and 
has a range of clinical manifestations. 
However, it is unlikely to explain this 
patient’s urinary symptoms. 


B Ulcerative colitis 


Ulcerative colitis does not cause 
fistulating disease, and hence is not 
considered an underlying cause of 

rnlnvesical fistula. 
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Question 1 of 176 


Ulcerative colitis does not cause 
fistulating disease, and hence is not 
considered an underlying cause of 
colovesical fistula. 


C Klebsiella infection 

K. pneumoniae can cause gas-forming 
‘emphysematous’ urinary tract 
infections, with abdominal imaging 
revealing air in the renal parenchyma, 
bladder or surrounding tissue. 
However, such a cause does not best 
explain the patient’s faecaluria and 
altered bowel habit 


E Collagenous colitis 

Collagenous colitis is a chronic, 
inflammatory disease of the colon that 
is characterized by chronic, watery 
diarrhoea. It typically occurs in middle- 
aged females, but is not considered a 
cause of colovesical fistula, which is 
the clinical presentation described in 
this case. 
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A 48-year-old woman presents for 
review. Over the past few weeks, she 
has noticed a progressive increase in 
itching and now notices that her 
sclerae and skin are yellowed. 


There is no history of abdominal pain. 
Past medical history of note includes 
obesity and type 2 diabetes, for which 
she takes metformin. 

Investigations: 


Bilirubin 

230 pmol/l 

Alkaline phosphatase 

430 U/l 

ALT 

110 U/l 

Gamma GT 

245 U/l 



Which of the following investigations 
is the most appropriate next 
investigation? 

A Abdominal ultrasound scan 

B Abdominal CT 
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ALT 

i i ' 

110 U/l 


Gamma GT 245 U/l 


Which of the following investigations 
is the most appropriate next 
investigation? 

A Abdominal ultrasound scan 

B Abdominal CT 

C Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 

D Magnetic resonance 

cholangiopancreatography 

(MRCP) 

E Percutaneous cholangiogram 
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Question 2 of 176 

D I Magnetic resonance 

I cholangiopancreatography 
I (MRCP) 


This lady has painless jaundice with an 
obstructive blood picture on liver 
function testing, which puts common 
bile duct stricture high on the list of 
possible causes. MRCP is now a 
particularly effective technique at 
determining the level and cause of 
biliary tract obstruction. 




Abdominal ultrasound scan 


An abdominal ultrasound would be 
useful in excluding an extrahepatic 
cause for cholestasis, but would not 
lead to the diagnosis. It is far more 
useful in jaundice secondary to 
gallstone and to diagnose 
cholecystitis. The fact that the patient 
is obese would also limit the amount of 
information potentially obtained from 
an USS scan of the abdomen. 



B Abdominal CT 
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Question 2 of 176 


B Abdominal CT 

CT scanning is unlikely to demonstrate 
problems within the common bile duct 
such as strictures, primary biliary 
sclerosis or sclerosing cholangitis, but 
could be used to assess for acute 
cholecystitis. The absence of evidence 
of acute infection, such as fever, makes 
this investigation unlikely to lead to a 
diagnosis. 



C Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 

The alternative would be ERCP, but 
this technique would not be without 
morbidity in this woman and hence 
MRCP would be the preferred option. 
The differentiation between MRCP and 
ERCP here is with respect to clinical 
appropriateness, weighing up the 
possibility of ERCP-related 
complications versus the advantage of 
slightly better imaging. 
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Question 2 of 176 


The alternative would be ERCP, but 
this technique would not be without 
morbidity in this woman and hence 
MRCP would be the preferred option. 
The differentiation between MRCP and 
ERCP here is with respect to clinica 
appropriateness, weighing up the 
possibility of ERCP-related 
complications versus the advantage of 
slightly better imaging. 


E Percutaneous cholangiogram 

This is a process of inserting a needle 
into the liver and injecting contrast 
into the biliary tree. Whilst it would be 
diagnostic, it is an invasive technique 
when compared to ERCP, MRCP or CT 
imaging. It still has its uses when other 
imaging has failed, and it can be used 
therapeutically for placement of biliary 
stents. 


Rate this question; 
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Question 3 of 176 


A 28-year-old woman in the third 
trimester of her first pregnancy 
presents with persistent generalised 
itching which has been getting 
progressively worse over the last 2 
weeks. She also feels generally unwell 
with anorexia and malaise, but there 
are no other specific symptoms. 

She has no significant past medical or 
family history and is on no 
medications. She is a non-smoker and 
drank approximately 10 units of alcohol 
per week prior to her pregnancy, and 
nothing during the pregnancy itself. 

On examination, she looks well. She is 
normotensive and haemodynamically 
stable. She has icteric sclerae, but is 
not deeply jaundiced, and there are no 
skin rashes visible. Her abdomen is 
distended, consistent with pregnancy, 
and non-tender. Cardiorespiratory and 
neurological examinations are 
unremarkable. Urine dipstick analysis is 
normal. 

Blood results are below: 



Haemoglobin (Hb) 

0 o 


10 g/dl 
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Haemoglobin (Hb) 

10 g/dl 

White cell count 

9.0 x 

10 9 /l 

Platelets 

400 x 

10 9 /l 

Mean corpuscular volume 
(MCV) 

96 fl 

Na + 

133 

mmol/l 

K + 

3.5 

mmol/l 

Urea 

3.2 

mmol/l 

Creatinine 

68 

pmol/l 

Bilirubin 

72 

|jmol/l 

Alkaline phosphatase 

820 IU/1 

Aspartate transaminase 
(AST) 

220 IU/1 

Gamma-glutamyl 

i r 

320 IU/1 I 
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Alkaline phosphatase 

820 IU/1 

Aspartate transaminase 
(AST) 

220 IU/1 

Gamma-glutamyl 

transferase 

320 IU/1 


Prothrombin time 21 s 

What is the most likely diagnosis? 

A Primary biliary cirrhosis (PBC) 


B Acute fatty liver of pregnancy 

C Gilbert’s syndrome 

D HELLP (haemolysis, elevated 

liver enzymes and low 
platelets) syndrome 

E Intrahepatic cholestasis of 

pregnancy 
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Question 3 of 176 

E I Intrahepatic cholestasis of 
I pregnancy 


Intrahepatic cholestasis of pregnancy 
is a rare disorder of pregnancy, due to 
inherited susceptibility of liver cells to 
high oestrogen levels. This condition is 
characterized by jaundice, malaise and 
generalized pruritis (can have 
predilection for palms and soles). Liver 
function tests will show a cholestatic 
picture, with high alkaline phosphatase 
(>4x normal) with more modest 
elevations in aspartate transaminase 
(<300 IU/1) and bilirubin (<100 (jmol/l). 
There may be a prolonged 
prothrombin time. Clinical features and 
laboratory finding makes this as the 
best option to select. 


A Primary biliary cirrhosis (PBC) 

Primary Biliary cirrhosis is a condition 
of gradual destruction of the 
intrahepatic bile ducts, leading to 
fibrosis and cholestasis and ultimately 
hepatic cirrhosis, usually presented in 
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Question 3 of 176 


alkaline phosphatase and pruritis are 
also features seen in PBC, however, 
history of symptoms in third trimester 
makes this option less likely. Anti- 
mitochondrial antibodies test is 
specific to PBC, as these antibodies 
are present in more than 90 % of cases 
of PBC and can exclude this disease 
from other causes of jaundice during 
pregnancy. 


B Acute fatty liver of pregnancy 

Acute fatty liver of pregnancy can 
cause acute liver failure, which also 
occurs in third trimester of pregnancy. 
Alkaline phosphatase is elevated as 
well as moderate increase in liver 
transaminase (usually 500-1000 units / 
ml). Clinical features include; jaundice, 
flu like symptoms, abdominal pain, 
encephalopathy and DIC. White blood 
cells are usually elevated in acute fatty 
liver of pregnancy, contrary to the 
findings in this case. 



C Gilbert’s syndrome 
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C Gilbert’s syndrome 

Gilbert syndrome is a benign condition 
of asymptomatic hereditary jaundice, 
due to reduced activity of glucuronyl 
transferase. Unconjugated 
bilirubinaemia (indirect) is seen and 
patient presents with mild jaundice. 
Clinical features and laboratory 
findings are pointing towards 
intrahepatic cholestasis of pregnancy, 
not Gilbert syndrome. 



D HELLP (haemolysis, elevated 

liver enzymes and low 
platelets) syndrome 

HELLP (haemolysis, elevated liver 
enzymes and low platelets) syndrome 
is an advanced stage of severe pre¬ 
eclampsia. Clinical features include; 
headache, Change in vision, High 
Blood pressure. Normal platelet count 
seen in the case, makes this option less 
likely, as HELLP syndrome is 
characterized by low platelet count. 
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A 74-year-old patient has been 
thrombolysed for an anterior 
myocardial infarction. You are asked to 
see him 3 days later as he has 
suddenly become unwell. 

Past medical history includes 
hypertension, and omeprazole recently 
prescribed by his GP for indigestion. 

On examination, his blood pressure is 
100/50 mmHg, pulse is 100 bpm 
regular and he looks unwell. He is not 
in left ventricular failure on clinical 
findings, and his abdomen is very firm, 
with exquisite tenderness in the 
epigastrium. His lower limb pulses are 
intact. 


Investigations: 


Hb 

95 g/l (125 g/l on 
admission) 

WCC 

11.2 x 10 9 /l 

PLT 

201 x 10 9 /l 

Na + 

140 mmol/l 

K + 

4.5 mmol/l 
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Creatinine 

Amylase 

Alanine 

aminotransferase 
(ALT) 

Bilirubin 

ECG 


145 [jmol/l 
290 U/l 

190 U/l 

45 |jmol/l 

Sinus rhythm 100, 
anterolateral ST 
depression 


Which of the following is the most 
likely diagnosis? 



Acute cholecystitis 


B Acute pancreatitis 


C Aortic dissection 


D Ventricular septal defect 

(VSD) 

E Perforated gastric ulcer 
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The history of previous indigestion, 
and the Hb drop of 3 g/dl is highly 
suggestive of an acute Gl bleed. He is 
normally hypertensive but his BP has 
dropped to 100/50 mmHg, indicating 
significant hypovolaemia. Amylase may 
be slightly elevated with a perforated 
abdominal viscus and a level of 290 U/l 
fits with this. 


A Acute cholecystitis 

The rise in ALT is non-specific and 
unlikely to be related to cholecystitis. 
One might expect to see a rise in 
alkaline phosphatase or gamma- 
glutamyl transferase indicating acute 
biliary obstruction. 


B Acute pancreatitis 


Although the epigastric pain, 
tachycardia and hypotension in the 


context of a raised amylase could 
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Aitnougn tne epigastric pain, 
tachycardia and hypotension in the 
context of a raised amylase could 
indicate pancreatitis and SIRS, the fact 
the haemoglobin has dropped 
significantly following thrombolysis 
makes an upper Gl bleed much more 
likely. 



C Aortic dissection 

The fact that his lower limb pulses are 
intact and there are no neurological 
sequelae makes an aortic dissection 
unlikely. 


D Ventricular septal defect 

(VSD) 

Patients can rarely develop VSD post- 
myocardial infarction but this will 
present with cardiogenic shock. The 
clinical findings, (absent of a murmur 
or left ventricular failure), are not 
indicative of this. 



Rate this question: 
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A 59-year-old woman presents with an 
episode of diarrhoea, with her bowels 
opening six times a day. This is 
associated with rectal bleeding and 
generalised abdominal cramps. 

Investigations: 


Hb 

10.0 g/dl 

WCC 

13.0 x 10 9 /l 

PLT 

440 x 10 9 /l 

Na+ 

140 mmol/l 

K+ 

4.7 mmol/l 

Creatinine 

80 pmol/l 

Urea 

6.8 mmol/l 

CRP 

58 



She has a barium enema, which is 
shown below: 
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shown below: 



Image courtesy of Ian Maddison, 
London South Bank University 

What is the most likely diagnosis? 

A Ulcerative colitis 

B Crohn's disease 

C Coeliac disease 

D Diverticulosis 

E Colorectal cancer 
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A 


Ulcerative colitis 


The barium enema shows ulcerative 
colitis as evidenced by mucosa 
thickening, lack of haustra and 
thickening affecting the whole of the 
descending colon, which is continuous. 
There also appears to be 
thumbprinting affecting the more 
proximal colon. Barium enemas are 
now rarely performed since the advent 
of colonoscopy and flexible 
sigmoidoscopy. The blood tests are 
also consistent with an acute severe 
colitis, with elevated inflammatory 
markers, a reactive thrombocythaemia 
arid anaemia. 


B Crohn’s disease 

You would expect to see discontinuous 
(skip) lesions and a so-called 
‘cobblestone’ appearance, which are 
barium-filled craters surrounded by a 
lucent halo, coalescing to form a 
lattice-work of confluent ulcers. 
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cobblestone appearance, which are 
barium-filled craters surrounded by a 
lucent halo, coalescing to form a 
lattice-work of confluent ulcers. 



C Coeliac disease 

Coeliac disease does not affect the 
large intestine. 


D Diverticulosis 

This does not go with the clinical 
picture, and there are no obvious 
diverticulae on the barium film. 


E Colorectal cancer 

There is no narrowing of the bowel on 
the barium film. 


Rate this question: 



Next Question 
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A 49-year-old white woman presents 
with a 6-month history of change in 
bowel habits, mainly consisting of 
watery diarrhoea and weight loss. She 
describes the stool as ‘greasy’. She 
feels bloated all the time and finds it 
embarrassing due to excessive foul¬ 
smelling flatus. 


History of note includes a cruise to the 
Mediterranean in the past year. She 
was investigated privately one week 
ago and had a small bowel biopsy. This 
is reported as showing partial 
shortening of villi. 


Investigations: 


Hb 

WCC 

10.0 g/dl 

11.1 x 10 9 /l 

PLT 

202 x 10 9 /l 

Na + 

138 mmol/l 

K + 

3.7 mmol/l 

Creatinine 

Albumin 

90 pimol/l 

28 g/l 
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Creatinine 90 (jmol/l 
Albumin 28 g/l 
ALT 122 U/l 

Ca 2+ 2.12 mmol/I 

Which of the following is the most 
likely diagnosis? 

A Giardiasis 

B Tropical sprue 

C Crohn’s disease 

D Lactose intolerance 

E Coeliac disease 
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with a 6-month history of change in 
bowel habits, mainly consisting of 


watery diarrhoea and weight 1 

OSS 

. She 

describes the stool as ‘greasy' 

. She 


feels bloated all the time and finds it 
embarrassing due to excessive foul¬ 
smelling flatus. 

History of note includes a cruise to the 
Mediterranean in the past year. She 
was investigated privately one week 
ago and had a small bowel biopsy. This 
is reported as showing partial 
shortening of villi. 


Investigations: 


Hb 

10.0 g/dl 

WCC 

11.1 x 10 9 /l 

PLT 

202 x 10 9 /l 

Na + 

138 mmol/l 

K + 

3.7 mmol/l 

Creatinine 

90 pmol/l 
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r Question 6 of 176 

E I Coeliac disease 


This lady’s symptoms are consistent 
with small bowel malabsorption. The 
biopsy from the second part of the 
duodenum shows villous shortening. 
This is consistent with coeliac disease, 
which fits with the anaemia, low 
albumin and borderline low serum 
calcium. Anti-TTG antibodies are the 
logical next investigation. 


B I Tropical sprue 


Tropical sprue is associated with 
similar symptoms to coeliac disease, 
including small joint polyarthritis, 
although it is significantly rarer in the 
UK than coeliac disease, and infection 
occurs most commonly in tropical 
regions. 


A Giardiasis 

Giardiasis is a cause of small bowel 
malabsorption and the symptoms in 
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Giardiasis is a cause of small bowel 
malabsorption and the symptoms in 
this case, although a more acute 
presentation would be expected rather 
than the 6 months of symptoms seen 
here. 


C Crohn's disease 

Crohn’s disease is associated with 
inflammatory small bowel changes 
rather than the villous atrophy seen 
here. 


D Lactose intolerance 

True lactose intolerance is associated 
with villous atrophy, but it is much 
more common in patients of African or 
Asian origin. 


Rate this question: 



Next Question 
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A 38-year-old woman with previously 
stable Crohn’s disease presents 
complaining of worsening diarrhoea. 
She is managed on a small dose of 
budesonide and mesalazine, and had 
no symptoms up until 6 months ago. 

Most recently, she has been taking a 
course of sertraline for depression. 
Currently she opens her bowels many 
times per day, with voluminous non- 
bloody diarrhoea. 


Investigations: 


Hb 

12.9 g/dl 

WCC 

5.0 x 10 9 /l 

PLT 

203 x 10 9 /l 

Na + 

139 mmol/I 

K + 

3.9 mmol/I 

Cr 

100 pmol/l 

Colonic 

biopsies 

lymphocytic 

infiltrate 



Which of the following is the most 
likely diagnosis?_ _ 
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PLT 

203 x 10 9 /l 

Na + 

139 mmol/I 

K + 

3.9 mmol/l 

Cr 

100 [jmol/l 

Colonic 

lymphocytic 

biopsies 

infiltrate 


Which of the following is the most 
likely diagnosis? 

A Coeliac disease 


B Tropical sprue 
C Lymphocytic colitis 

D Ulcerative colitis 


E Crohn’s reactivation 
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course of sertraline for depression 

1 . 


Currently she opens her bowels many 
times per day, with voluminous non- 
bloody diarrhoea. 

Investigations: 


Hb 

12.9 g/dl 

WCC 

5.0 x 10 9 /l 

PLT 

203 x 10 9 /l 

Na + 

139 mmol/l 

K + 

3.9 mmol/l 

Cr 

100 (jmol/l 

Colonic 

lymphocytic 

biopsies 

infiltrate 


Which of the following is the most 
likely diagnosis? 



A Coeliac disease 


B Trooioal snrue 
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C I Lymphocytic colitis 


Lymphocytic colitis may occur in 
patients with other forms of Gl 
pathology, including Crohn’s and 
coeliac disease. Sertraline also appears 
to be associated with the development 
of lymphocytic colitis. Withdrawal of 
the offending agent is preferable, and 
loperamide is often used as first-line 
therapy to reduce the severity of 
diarrhoea, with cholestyramine an 
alternative if there is additional 
evidence of bile salt malabsorption. 
Other alternatives include immune- 
modulating agents such as 
azathioprine, although a response to 
therapy may take many months to 
appear. Approximately 20% of patients 
have a spontaneous remission without 
specific intervention. 


A Coeliac disease 

Coeliac disease does not lead to the 
colonic changes seen here, but does 
show subtotal villous atrophy within 
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B Tropical sprue 

Like coeliac disease, tropical sprue is 
associated with villous atrophy rather 
than the colonic changes seen here. 


D Ulcerative colitis 

UC biopsy shows infiltration of the 
mucosa and submucosa with 
neutrophils, crypt abscess formation, 
lymphoid aggregates, mast cells, 
eosinophils and shortening and 
branching of crypts. 


E Crohn's reactivation 

In Crohn’s disease, transmural 
lymphoid infiltrates are seen although 
there is also usually evidence of non- 
caseating granuloma formation. The 
proximity to prescription of sertraline 
is also a better pointer to lymphocytic 
colitis as the diagnosis. 




Rate this question: 
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A 43-year-old man is seen in the clinic 
with a 6-month history of abdominal 
pain, 6 kg weight loss and 
intermittently he has noticed dark 
urine which lasted for a few days. He 
also has noticed night sweats, which 
soak his nightclothes. There is a history 
of ulcerative colitis which is currently 
well controlled; he does not smoke and 
drinks a couple of pints of beer at the 
weekend. 


On examination, he looks well and has 
no jaundice, clubbing or 
lymphadenopathy. He has a 4 cm non¬ 
tender hepatomegaly and the rest of 
his examination is normal. 


Investigations: 


White cell count 
(WCC) 


6.7 x 10 9 /l 


Haemoglobin 

(Hb) 

Platelets (PLT) 


13.5 g/dl 
379 x 10 9 /l 


Alanine 

aminotransferase 61 U/l 

f Al T'l 
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Bilirubin 

21 |jmol/l 

Alkaline 

phosphatase 

(ALP) 

245 U/l 

y-glutamyl 

transferase 

(GGT) 

256 U/l 

Albumin 

36 g/l 

Serum 

electrophoresis 

Polyclonal 
increase in 
immunoglobulins 

Auto-antibodies 

(ANA) 

1:64 

c-ANCA 

— 

p-ANCA 

1:320 


Hepatomegaly 

Abdominal US 

but no bile duct 

dilation 



What is the most likely diagnosis? 

A Primary biliary cirrhosis 
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XTTT1 

electrophoresis 

increase in 
immunoglobulins 

Auto-antibodies 

(ANA) 

1:64 

c-ANCA 

p-ANCA 

1:320 

Abdominal US 

Hepatomegaly 
but no bile duct 

dilation 


What is the most likely diagnosis? 

A Primary biliary cirrhosis 

B Primary sclerosing cholangitis 

C Chronic active hepatitis 

D Polyarteritis nodosa 
E Hydatid disease 
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Primary sclerosing cholangitis 


Primary sclerosing cholangitis (PSC) is 
a chronic cholestatic liver disease of 
unknown aetiology. The diagnosis is 
based a combination of clinical 
features which often come on 
insidiously, including hepatomegaly, 
intermittent jaundice, fevers of 
unknown origin, pruritus, abdominal 
pain and weight loss. This, together 
with a cholestatic biochemical profile 
and typical cholangiographic 
abnormalities of generalized beading 
and stenosis of the intrahepatic and 
extra-hepatic biliary tree, characterise 
PSC. PSC is usually progressive, 
leading to cirrhosis, portal 
hypertension and liver failure. 
Ultrasound is normal in 50% of 
patients at an early stage of the 
disease. Pathognomonic histology 
shows a concentric obliterative fibrosis 
of interlobular bile ducts, with the 
presence of intrahepatic 
cholangiectasis and ductal obliteration. 

Therapeutic interventions, such as 
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PSC. PSC is usually progressive, 
leading to cirrhosis, portal 
hypertension and liver failure. 
Ultrasound is normal in 50% of 
patients at an early stage of the 
disease. Pathognomonic histology 
shows a concentric obliterative fibrosis 
of interlobular bile ducts, with the 
presence of intrahepatic 
cholangiectasis and ductal obliteration. 

Therapeutic interventions, such as 
dilation of strictures or placement of 
an endoprosthesis, can be performed 
during endoscopic retrograde 
cholangiopancreatography (ERCP). 
Many pharmacological therapies have 
been tried, without great success. 
Dietary replacement of vitamins A, D, E 
and K should be commenced. Liver 
transplantation is an option in terminal 
liver failure. 


A Primary biliary cirrhosis 

Primary biliary cirrhosis is interlobular 
bile duct damage caused by 
granulomatous autoimmune 
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inflammation. This can result in fibrosis, 
cirrhosis and portal hypertension. It is 
associated with antimitochondiral 
antibodies, and is far more common in 
females, typically at 50 years of age. 
Presentation is typically asymptomatic 
with incidental biochemical cholestasis, 
but can cause lethargy and pruritus 
progressing to ascites. The presence of 
night sweats and absence of pruritis, 
as well as the demographics, makes 
this an unlikely diagnosis. 


C Chronic active hepatitis 

Viral hepatitis causes fever, malaise, 
anorexia and nausea, which can 
progress to jaundice. In patients with 
chronic infection this may progress to 
cirrhosis, which may lead to episodes 
of acute decompensation of liver 
disease. The blood tests suggest a 
primarily cholestatic injury as opposed 
to a hepatic cause, and there is no 
clear history of risk factors. 



D Polyarteritis nodosa 
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Polyarteritis nodosa is a necrotising 
vasculitis that causes thrombosis, and 
can also cause aneurysms, in medium- 
diameter arteries, which can lead to 
organ infarction. It is more common in 
men and with hepatitis B. The absence 
of systemic features and rash makes 
this an unlikely diagnosis, and the 
demographics of the patient are not 
supportive. 



E Hydatid disease 


Cystic hydatid disease occurs 
following transmission of ingesting the 
eggs of parasites such as 
Echinococcus. It is common in China, 
Russia, Japan, India, Pakistan and 
Wales. Clinically the organs most 
commonly affected are the liver and 
lungs. In the liver it can cause 
obstructive jaundice whilst in the lungs 
it can cause haemoptysis and 
dyspnoea, and rupture can lead to 
anaphylaxis. The absence of travel 
history and of potential exposure 
makes this very unlikely, as does the 
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A 54-year-old man presents to the 
emergency department with a history 
of recently worsening indigestion. He 
also complains of fatigue, weight loss 
and recent night sweats. 

Clinical examination shows a BP of 
147/86 mmHg, pulse of 70/min and 
regular and a BMI of 26. He is mildly 
tender in the epigastrium. Upper 
gastrointestinal endoscopy reveals a 
suspicious area of mucosa in the 
stomach with particularly rigid folds. 
Biopsy reveals large numbers of 
lymphocytes with irregular nuclear 
contours and abundant cytoplasm. 

Which of the following diagnoses fits 
best with this clinical picture? 

A Gastric carcinoma 

B Gastric adenoma 

C Gastric mucosa-associated 

lymphoid tissue (MALToma) 
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tender in the epigastrium. Upper 
gastrointestinal endoscopy reveals a 
suspicious area of mucosa in the 
stomach with particularly rigid folds. 
Biopsy reveals large numbers of 
lymphocytes with irregular nuclear 
contours and abundant cytoplasm. 

Which of the following diagnoses fits 
best with this clinical picture? 

A Gastric carcinoma 

B Gastric adenoma 

C Gastric mucosa-associated 

lymphoid tissue (MALToma) 

D Non-Hodgkin’s lymphoma 

E Helicobacter infection 






o 










Q '©' 1*1 8:59 


“,i ..^iO 



Question 9 of 176 


suspicious area of mucosa in the 
stomach with particularly rigid folds. 
Biopsy reveals large numbers of 
lymphocytes with irregular nuclear 
contours and abundant cytoplasm. 


Which of the following diagnoses fits 
best with this clinical picture? 



A 

Gastric carcinoma 

B 

Gastric adenoma 

C 

KCi5iciiifii>iiifK>KbBsigwtiiiKlTOi^^^B 

D 

Non-Hodgkin's lymphoma 

E 

Helicobacter infection 

Explanation O 
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C II Gastric mucosa-associated 
I lymphoid tissue (MALToma) 


MALT is characterised by large 
numbers of immunocompetent cells in 
the lamina propria. MALTomas are B- 
cell lymphomas comprising large 
numbers of lymphocytes with irregular 
nuclear contours and abundant 
cytoplasm. Higher-grade lymphomas 
show clusters or sheets of blast-like 
cells. Up to 75% of small low-grade 
lymphomas may regress completely 
after antibiotic therapy for 
helicobacter eradication. Where 
treatment fails, surgical therapy or 
combinations with radio- and 
chemotherapy may be considered. In 
addition, imatinib (Glivec) has recently 
shown a good deal of success in 
achieving remission in this condition. 



A Gastric carcinoma 

Gastric carcinomas can be tubular, 
mucinous, poorly cohesive or 
unclassified in histology. A hallmark on 
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Gastric carcinomas can be tubular, 
mucinous, poorly cohesive or 
unclassified in histology. A hallmark on 
histology is submucosal invasion. 


B Gastric adenoma 

Gastric adenomas are rare in Western 
populations, and rather than showing 
growth without evidence of invasion, 
histology normally reveals at least 
some evidence of carcinomatous 
transformation. 


D Non-Hodgkin’s lymphoma 

High grade mature B cell lymphomas 
in a Western population often present 
with symptoms of CNS lymphoma or 
mediastinal lymphadenopathy picked 
up with other symptoms such as night 
sweats and weight loss over a period 
of time. 


E Helicobacter infection 
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A 54-year-old woman is referred to the 
Hepatology Clinic for review. She 
presented to her GP complaining of 
tiredness and lethargy. There is no 
other past medical history of note 
apart from mild asthma, for which she 
takes a low-dose 

fluticasone/salmeterol inhaler and PRN 
salbutamol. She admits to drinking four 
bottles of wine per day. 


On examination, her BP is 122/82 
mmHg, with pulse 80/min and regular. 
She has a BMI of 30. Laboratory 
investigations show AST 293 U/l, ALT 
135 U/l, ALP 158 U/l, GGT 178 U/l. 
Ultrasound examination shows fatty 
infiltration in the liver. 


Which piece of data points towards 
alcoholic rather than non-alcoholic 
fatty liver? 


A AST:ALT ratio >2 


B Elevated ALP 
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fluticasone/salmeterol inhaler and PRN 
salbutamol. She admits to drinking four 
bottles of wine per day. 

On examination, her BP is 122/82 
mmHg, with pulse 80/min and regular. 
She has a BMI of 30. Laboratory 
investigations show AST 293 U/l, ALT 
135 U/l, ALP 158 U/l, GGT 178 U/l. 
Ultrasound examination shows fatty 
infiltration in the liver. 

Which piece of data points towards 
alcoholic rather than non-alcoholic 
fatty liver? 

A AST:ALT ratio >2 

B Elevated ALP 

C Elevated GGT 

D Units of alcohol/week 

E USS liver 





o 





Q© i -Ji 9:01 


“,i ..^iO 


Question 10 of 176 


mmHg, with pulse 80/min and regular. 
She has a BMI of 30. Laboratory 
investigations show AST 293 U/l, ALT 
135 U/l, ALP 158 U/l, GGT 178 U/l. 
Ultrasound examination shows fatty 
infiltration in the liver. 

Which piece of data points towards 
alcoholic rather than non-alcoholic 
fatty liver? 
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B 

Elevated ALP 


C 

Elevated GGT 


D 

Units of alcohol/week 


E 

USS liver 


Explanation 
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A I AST:ALT ratio >2 


An AST:ALT ratio of >2 is highly 
suggestive of relatively advanced 
alcoholic steatohepatitis and is 
therefore the best option. In even 
milder cases of alcoholic liver disease, 
AST may be the only diagnostic clue. 


B Elevated ALP 

ALP levels are mildly elevated in this 
patient. Moreover, elevated levels 
mainly suggest biliary infiltration or 
obstruction. 


C Elevated GGT 

Normal levels of GGT help to exclude 
alcohol as a cause of liver disease. 
Despite an increased level seen in this 
patient, it is not helpful in 
distinguishing simple alcoholism and 
alcoholic liver disease. 



Units of alcohol/week 
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Despite an increased level seen in this 
patient, it is not helpful in 
distinguishing simple alcoholism and 
alcoholic liver disease. 



D Units of alcohol/week 

Assessment of alcohol units per day is 
unreliable in patients with alcoholic 
liver disease, as consumption can 
easily be underestimated during 
history taking. 


E USS liver 

Ultrasound liver provides a good 
evaluation of the structure and is a 
useful imaging method in patients with 
suspected alcoholic liver disease. 
However, USS shows fatty infiltration 
in both non-alcoholic steatohepatitis 
(NASH) and alcoholic steatohepatitis. 


Rate this question: 
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A 36-year-old woman is admitted to 
the Emergency Department 
complaining of worsening nausea and 
vomiting, general malaise and 
anorexia. She is 36 weeks’ pregnant 
with her first child. 

On examination, there is pain in the 
epigastrium and right upper quadrant 
of the abdomen on palpation. 


Investigations: 


ALT 

420 U/l 

Bilirubin 

85 pmol/l 

Albumin 

27g/l 

Prothrombin time and 
activated partial 
thromboplastin time 

Prolonged 

Hb 

10.1 g/dl 

WCC 

13.2 x 

10 9 /l 

Platelets 

75 x 10 9 /l 



Which of the following diagnoses fits 
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Prothrombin time and 
activated partial 
thromboplastin time 

Prolonged 

Hb 

10.1 g/dl 

WCC 

13.2 x 

10 9 /l 

Platelets 

75 x 10 9 /l 


Which of the following diagnoses fits 
best with this clinical picture? 

A Hepatitis A 

B Cholecystitis 

C Intrahepatic cholestasis of 

pregnancy 

D Fatty liver of pregnancy 
E Hyperemesis gravidarum 
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complaining of worsening nausea and 
vomiting, general malaise and 
anorexia. She is 36 weeks’ pregnant 
with her first child. 

On examination, there is pain in the 
epigastrium and right upper quadrant 
of the abdomen on palpation. 


Investigations: 


ALT 

420 U/l 

Bilirubin 

Albumin 

85 |jmol/I 

27g/l 

Prothrombin time and 


activated partial 

Prolonged 

thromboplastin time 


Hb 

WCC 

Platelets 

10.1 g/dl 

13.2 x 

10 9 /l 

75 x 10 9 /l 



Which of the following diagnoses fits 
best with this clinical picture? 
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This condition presents with nausea 
and vomiting and pain in the 
epigastrium or right upper quadrant of 
the abdomen. Mean gestational age at 
presentation is 37 weeks, although it 
may occur in the 28-42-week range. 
Abnormal investigations include 
hypoglycaemia, raised ammonia levels, 
elevated aminotransferase levels, 
elevated white cell count, low albumin 
and disseminated intravascular 
coagulation in up to 75% of cases. 
Ultrasound is the best imaging 
modality and allows the exclusion of 
other conditions such as cholecystitis. 
Spontaneous resolution of the 
condition usually follows delivery. 
Stabilisation on the intensive therapy 
unit (ITU) may be required first, and 
this may involve the use of intravenous 
(IV) fluids and glucose, correction of 
coagulopathy with fresh-frozen 
plasma, and reduction of exogenous 
ammonia intake through protein 
restriction or dietary laxatives to speed 
evacuation of nitrogenous wastes. 
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A Hepatitis A 

Hepatitis A can be contracted by 
faecal-oral spread or consumption of 
shellfish. It is present in Africa and 
South America and causes fever, 
malaise, anorexia and nausea, followed 
by jaundice. The absence of a travel 
history and fever, as well as a pro¬ 
dromal period, makes this unlikely. 

B Cholecystitis 

Acute cholecystits follows impaction 
of the neck of the gall bladder. This 
causes right upper quadrant pain, 
fever, vomiting and peritonism locally. 
It is also associated with Murphy’s sign 
and there may be a mass on palpation. 
The absence of fever and RUQ pain, as 
opposed to tenderness, makes this 
unlikely. 



C Intrahepatic cholestasis of 

pregnancy 

This condition is caused bv a bile acid 
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C 


Intrahepatic cholestasis of 
pregnancy 


This condition is caused by a bile acid 
transporter defect and usually 
manifests in the last trimester. It is not 
associated with significant 
constitutional symptoms for the 
mother, although the risk of stillbirth 
and post-partum haemorrhage is 
slightly increased. Milder episodes may 
have occurred earlier in life associated 
with hormonal contraception, and it 
recurs in subsequent pregnancies. 
Prothrombin time may be prolonged in 
any cholestatic process due to 
deficiency of vitamin K. The presence 
of constitutional symptoms makes this 
diagnosis less likely. 


E Hyperemesis gravidarum 

Hyperemesis gravidarum is intractable 
vomiting associated with weight loss, 
dehydration and disruption of 
electrolytes. It is more common in the 
first trimester and, if the patient is_ 
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A 45-year-old woman with a long 
history of Crohn’s disease presents 
with increased lethargy, weight loss 
and diarrhoea over a period of several 
months. 

She had undergone a very extensive 
small bowel resection an unknown 
length of time ago and has recently 
returned from a period of work in 
Thailand. While abroad, she was 
admitted with an episode of renal pain 
due to kidney stones. 

On examination, she has a midline scar 
and is thin with a BMI of 18.5. Her BP is 
125/72 mmHg. 


Investigations 

reveal: 

Blood count 

Features suggestive of 

and film 

megaloblastic anaemia 

Prothrombin 

time 

21.2 s 

Albumin 

28 g/l 

Corrected 

calcium 

2.05 mmol/l 

_C-reactive_ 

M . 
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Albumin 

28 g/l 

Corrected 

calcium 

2.05 mmol/l 

C-reactive 

protein 

15 mg/I 

ESR 

17 mm/h 


Which of the following diagnoses fits 
best with this clinical picture? 

A Active Crohn’s disease 

B Short bowel syndrome 

C Coeliac disease 

D Tropical sprue 

E Ulcerative colitis 




o 





Q '©' EE)i 9:08 


“.. 


A :tps://mypastest.pastest.com @ 


< 

Question 12 of 176 

— 

wiur iTi 

credsea re cr ldryyrw^ig 111 iubb 


and diarrhoea over a period of severa 
months. 


She had undergone a very extensive 
small bowel resection an unknown 
length of time ago and has recently 
returned from a period of work in 
Thailand. While abroad, she was 
admitted with an episode of renal pain 
due to kidney stones. 

On examination, she has a midline scar 
and is thin with a BMI of 18.5. Her BP is 
125/72 mmHg. 


Investigations 

Blood count 

reveal: 

Features suggestive of 

and film 

megaloblastic anaemia 

Prothrombin 

time 

21.2 s 

Albumin 

28 g/l| 

Corrected 

calcium 

2.05 mmol/l 

C-reactive_I 

___ t , 
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In patients who have removal of more 
than one-half of the small intestine, 
malabsorption syndrome may result. It 
may occur in patients with Crohn's 
disease or those with ischaemic bowel 
who have undergone significant bowel 
resection. Patients present with 
diarrhoea and steatorrhoea, weight 
loss, anaemia, 

osteoporosis/osteomalacia, electrolyte 
disturbances and hypovolaemia. In 
patients with more than 100 cm of 
jejunum, oral intake is still possible. 
Diarrhoea may reduce with lactose 
exclusion or with a course of 
metronidazole to eradicate bacterial 
overgrowth. In patients with less than 
100 cm of jejunum, total parenteral 
nutrition is recommended as the only 
way to maintain adequate nutritional 
intake. 


A Active Crohn’s disease 
Active Crohn’s disease is unlikely given 
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A 31-year-old woman has been 
diagnosed with seronegative arthritis. 
She has a long history of fatigue, 
malaise and joint pains. She now 
attends for review because of the 
development of tremors and ataxia. 
Previous blood tests include elevated 
transaminases, serum immunoglobulin 
G (IgG), positive antinuclear antibody 
and positive anti-smooth muscle 
antibody. Anti-LKM antibodies are 
negative. 

Examination reveals stigmata of 
chronic liver disease and a gold-yellow 
ring at the periphery of the iris. 

Which of the following additional 
blood tests would fit best with this 
clinical picture? 

A Low serum “free” copper 

B Raised serum caeruloplasmin 

C Low serum caeruloplasmin 
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chronic liver disease and a gold-yellow 
ring at the periphery of the iris. 

Which of the following additional 
blood tests would fit best with this 
clinical picture? 



A Low serum “free” copper 

B Raised serum caeruloplasmin 

C Low serum caeruloplasmin 

D Raised serum uric acid 


E Raised serum phosphate 


Previous Question Skip Question 
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antibody. Anti-LKM antibodies are 
negative. 

Examination reveals stigmata of 
chronic liver disease and a gold-yellow 
ring at the periphery of the iris. 

Which of the following additional 
blood tests would fit best with this 
clinical picture? 



A Low serum “free” copper 

B Raised serum caeruloplasmin 




D Raised serum uric acid 


E Raised serum phosphate 


Explanation 
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Low serum caeruloplasmin | 


This patient has a picture of chronic 
active hepatitis, with fatigue, arthralgia 
and abnormal autoimmune screen, 
coupled with stigmata of chronic liver 
disease and raised transaminases. The 
additional new neurological symptoms 
point to the possibility of Wilson’s 
disease, characterised by low serum 
caeruloplasmin, increased serum “free” 
copper, raised urinary copper 
excretion, low serum uric acid and 
phosphate and haematuria. Wilson’s 
disease is caused by defective 
metabolism of dietary copper and its 
incorporation into caeruloplasmin, 
leading to decreased biliary copper 
excretion. Penicillamine in a dose 


range 0.75-1.5 g/day is standard 
maintenance copper chelator therapy 
for Wilson’s disease. The starting dose 
is 1.5-2g daily in divided doses. Urea 
and electrolytes and urine analysis 
should be frequently undertaken. Zinc 
may also be employed at a standard 
dose of 50 mg per os tds as it inhibits 
intestinal absorption of copper. 
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should be frequently undertaken. Zinc 
may also be employed at a standard 
dose of 50 mg per os tds as it inhibits 
intestinal absorption of copper. 
Prognosis for Wilson’s disease is 
generally good with early chelator 
treatment. 



A Low serum “free” copper 

Due to defective incorporation of 
copper into caeruloplasmin, serum free 
copper is actually increased. 


B Raised serum caeruloplasmin 

Low serum caeruloplasmin is a 
hallmark of Wilson’s disease, although 
in patients with significant hepatic 
inflammation, caeruloplasmin may be 
falsely increased. 


D Raised serum uric acid 

Uric acid is actually low in patients 
suffering from Wilson’s disease. 
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inflammation, caeruloplasmin may be 
falsely increased. 



D Raised serum uric acid 

Uric acid is actually low in patients 
suffering from Wilson’s disease. 


E Raised serum phosphate 

Wilson’s may present with features of 
renal tubular disease, leading to 
increased phosphate excretion. Hence 
normal or low phosphate, rather than 
increased phosphate levels are usually 
seen in association with the disease. 


Rate this question: 



Previous Question Tag Question 


Feedback 


End Session 
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A 42-year-old former intravenous (IV) 
drug abuser presents to the 
Hepatology Clinic. He has been 
diagnosed with chronic hepatitis B 
infection, and has just completed a 48- 
week course of Peg-Interferon alpha- 
23. He is noted to be Hepatitis B eAg 
positive. Liver disease is stable with no 
signs of portal hypertension and an 
ALT of 122 U/l. 

Which of the following is the most 
appropriate next step? 

A Continue Interferon 

B Switch to Tenofovir 

C Switch to Lamivudine 

D Switch to Boceprevir 

E Switch to Ribavirin 





o 





Q© i -Ji 9:12 


“,i ..^iO 



diagnosed with chronic hepatitis B 
infection, and has just completed a 48- 
week course of Peg-Interferon alpha- 
23. He is noted to be Hepatitis B eAg 
positive. Liver disease is stable with no 
signs of portal hypertension and an 
ALT of 122 U/l. 

Which of the following is the most 
appropriate next step? 


Your answer was incorrect 


A Continue Interferon 



C I Switch to Lamivudine 


D Switch to Boceprevir 

E Switch to Ribavirin 


Explanation 
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I Switch to Tenofovir 


The management of hepatitis B and C 
has been revolutionised over recent 
years by the introduction of novel anti¬ 
viral agents. In this situation, Tenofovir 
is a logical next step and is 
recommended by NICE. Tenofovir is a 
nucleotide reverse transcriptase 
inhibitor which inhibits hepatitis B DNA 
replication. 


C I Switch to Lamivudine 


Lamivudine is less effective versus 
modern agents such as entecavir or 
tenofovir, it does however carry a 
lower acquisition cost versus more 
modern agents. 


A Continue Interferon 

Given that interferon has failed to 
achieve clearance of hepatitis B, 
alternative therapy is required. 
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modern agents. 


A Continue Interferon 

Given that interferon has failed to 
achieve clearance of hepatitis B, 
alternative therapy is required. 


D Switch to Boceprevir 

Boceprevir inhibits NS3/4A serine 
protease and is used in the treatment 
of hepatitis C. 


E Switch to Ribavirin 

Ribavirin is used in combination with 
interferon for the treatment of 
hepatitis C, although the combination 
is less effective than more modern 
agents such as boceprevir and has 
therefore been largely superseded. 


Rate this question: (A 
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An 82-year-old woman is admitted to 
the Emergency Department in the 
early hours of the morning after 
vomiting blood. Her blood pressure is 
125/85 mmHg, with a pulse of 89/min, 
you arrange routine bloods. 

Around 30 min after arrival, she has a 
further small (100 ml) haematemesis. 
Her daughter is briefly questioned and 
reports that her mother has been 
previously well apart from mild 
indigestion and occasional angina. 

She has not been taking any 
medication, has no history of 
gastrointestinal (Gl) or liver disease 
and does not drink alcohol. 


She is taken into the resuscitation 
room and her initial assessment is 


outlined below. 


Bilirubin 

10 pmol/l 
(1-22) 

A1 a ni n e 

21 U/l (5- 

aminotransferase (ALT) 

35) 

Albumin 

40 g/l (37- 
49) 
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8.0 g/dl 

10 x 10 9 /l 

300 x 10 9 /l 

12 s (11.5- 
15.5) 

125 bpm 

80/40 
mmHg 

38/m in 

Which of the following would you 
instigate immediately? 

A Triple lumen central line 

placement 

B O negative (uncrossed) 

transfusion 

C 0.9% normal saline via 

peripheral cannula 


Hb 

WCC 

PLT 

PT 

Pulse 

Blood pressure 
Respiratory rate 
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-1-T-- 

15.5) 

Pulse 

125 bpm 

Blood pressure 

80/40 

mmHg 


Respiratory rate 38/min 


Which of the following would you 
instigate immediately? 


A Triple lumen central line 

placement 

B O negative (uncrossed) 

transfusion 

C 0.9% normal saline via 

peripheral cannula 

D High dose intravenous (IV) 

proton pump inhibitor 

E IV Terlipressin 
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PT 

—Iz_ 1 l.o - 

15.5) 

Pulse 

125 bpm 


80/40 

Blood pressure 


mmHg 

Respiratory rate 

38/m in 


Which of the following would you 
instigate immediately? 




Triple lumen central line 
placement 


B O negative (uncrossed) 

transfusion 



D High dose intravenous (IV) 

proton pump inhibitor 
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0.9% normal saline via 
peripheral cannula 


The initial step in the management of 
upper Gl haemorrhage is the 
assessment of hemodynamic state. A 
systolic blood pressure of 80mmHg 
identifies the patient as ‘High risk’ with 
severe acute bleeding. 0.9% saline via 
peripheral cannula is given 
immediately to stabilize the patient, 
making it the best answer. Urgent Gl 
endoscopy is indicated as soon as 
possible in this patient after adequate 
resuscitation as there is increased risk 
of death due to bleeding in this patient 
in view of his age, blood pressure 
reading and history of ischemic heart 
di- 



A Triple lumen central line 

placement 

Triple lumen Central line is desirable in 
conditions of significant cardiac 
overload, but it should not interfere 
with rapid volume resuscitation via 
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Triple lumen Central line is desirable in 
conditions of significant cardiac 
overload, but it should not interfere 
with rapid volume resuscitation via 
large bore peripheral cannula. 



B O negative (uncrossed) 

transfusion 

Patients with evidence of 
hemodynamic compromised state are 
given IV fluids and cross-matched for 
2-4 units of red blood cells. However, it 
is rarely required to administer type 
specific or O-negative transfusion. 
Blood loss seen in this patient should 
be replaced with crystalloid initially, 
followed by typed and cross-matched 
blood. Unmatched blood should only 
be used in patients with uncontrolled 
blood loss who are unresponsive to 
other fluid resuscitation. 


D High dose intravenous (IV) 

proton pump inhibitor 

Hiqh dose IV oroton oumo inhibitors 
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proton pump inhibitor 

High dose IV proton pump inhibitors 
have been shown to be of benefit in 
upper Gl haemorrhage but only to 
prevent re-bleeding, and do not form 
an integral part of initial resuscitation 
attempts. 



E IV Terlipressin 

According to British Society of 
Gastroenterology guidelines on upper 
gastrointestinal (Gl) haemorrhage , it is 
important to exclude variceal 
haemorrhage due to liver disease in 
any patient with significant 
hematemesis. Normal liver function 
tests and lack of history makes 
‘oesophageal varices’ highly unlikely. 
Thus IV terlipressin is not 
recommended in this case. Teripressin 
is preferred in reducing bleeding, as it 
reduces blood flow in splanchnic 
circulation and decreases portal blood 
pressure. 
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A 45-year-old man presents with 
weight loss of 3 kg over the last few 
months, abdominal pain and diarrhoea. 
He complains of lethargy and crampy 
abdominal bloating. There is no history 
of travel abroad and he is currently 
taking no medications. 

Examination is unremarkable except 
for some minor buttock and shoulder 
muscle wasting and several oral 
aphthous ulcers. 

Investigations: 


Hb 

9.0 g/dl 

Corrected calcium 

2.05 

mmol/l 

Albumin 

35 g/l 

MCV 

70 fl 

Serum ferritin 

12 |jg/l 

IgG 

9.0 g/l 

IgA 

0.1 g/l 
(low) 

IgM 

1.7 g/l 
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IgA 

0.1 g/l 

(low) 

IgM 

1.7 g/l 

Anti-endomysia 


antibody 



What is the most likely diagnosis? 



A Whipple’s disease 

B Crohn’s disease 



Coeliac 



D Lymphoma 
E Jejunal diverticulosis 
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C I Coeliac disease 


The symptomatology, hypocalcaemia 
and iron-deficiency anaemia all point 
towards a diagnosis of coeliac disease, 
which is often under-diagnosed in 
middle age. It can present with 
lethargy, non-specific gastrointestinal 
symptoms and anaemia of any type. A 
correct diagnosis with subsequent 
monitored adherence to a gluten-free 
diet is important, as untreated coeliac 
disease is associated with an increased 
risk of metabolic bone disease and 
gastrointestinal malignancy. Diagnosis 
is often made by serological testing, 
and this should be a routine test in the 
investigation of all anaemia. 

Virtual absence of serum and secretory 
IgA is relatively common, affecting 1 in 
600 people. It may be either familial or 
acquired following toxoplasmosis, 
measles or other viral infections. The 
basic defect is a failure of maturation 
of IgA-positive B cells. Immature forms 
are present in normal numbers. As a 
serological diagnosis of coeliac disease 
relies on the detection of IgA 
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I 

serological diagnosis of coeliac disease 
relies on the detection of IgA 
antibodies to antigens, such as 
endomysial proteins and gliadin, 
selective IgA deficiency makes this test 
uninterpretable. Tests for IgM and IgG 
wheat protein antibodies are not 
widely utilised but can be performed if 
there is a strong clinical suspicion of 
coeliac as the underlying diagnosis. 



A Whipple’s disease 

Whipple’s disease is much rarer than 
coeliac disease although it can present 
with similar symptoms. It is thought to 
be acquired through enteric exposure 
(hence it is commoner in sewage 
workers), via exposure to soil. 


B Crohn’s disease 


In Crohn’s, more severe abdominal 
pain and diarrhoea would be expected 
than the picture seen here, and 
osteomalacia is less common in 
Crohn’s versus coeliac disease. 
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than the picture seen here, and 
osteomalacia is less common in 
Crohn’s versus coeliac disease. 



D Lymphoma 

Small bowel lymphoma usually occurs 
in patients with long-standing coeliac 
disease, particularly when control is 
poor, rather than in patients with 
relatively short-term Gl symptoms as is 
seen here. 


E Jejunal diverticulosis 

Jejunal diverticulosis is much rarer 
than diverticular disease, affecting the 
left -side of the colon, and occur as a 
result of small bowel dysmotility. It can 
lead to bleeding and abdominal pain, 
and can result in abscess formation. 


Rate this question: 



Next Question 
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You are asked to see an iy-year-oid 


woman who is being treated with 
intravenous (IV) N-acetylcysteine for a 
paracetamol overdose. 

She is 20 minutes into the infusion and 
develops facial flushing, severe itching 
and her blood pressure drops by 12 
mmHg. The infusion has been stopped 
and the Foundation Year 1 (FY1) has 
given IV antihistamine. 

Which of the following is the most 
appropriate next step? 


A Do not restart N- 

acetylcysteine 

B Give activated charcoal 

C Restart the N-acetylcysteine 

infusion at the same rate 

D Re-start the N-acetylcysteine 

infusion at half rate 


E Switch to oral therapy 
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You are asked to see an 18-year-old 
woman who is being treated with 
intravenous (IV) N-acetylcysteine for a 
paracetamol overdose. 

She is 20 minutes into the infusion and 
develops facial flushing, severe itching 
and her blood pressure drops by 12 
mmHg. The infusion has been stopped 
and the Foundation Year 1 (FY1) has 
given IV antihistamine. 

Which of the following is the most 
appropriate next step? 



A Do not restart N- 

acetylcysteine 


B Give activated charcoa 


C Restart the N-acetylcysteine 

infusion at the same rate 
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D 

Re-start the N-acetylcysteine 
infusion at half rate 


Patient on intravenous N- 
acetylcysteine can experience 
immediate or infusion-related side 
effects. Immediate side effects, 
including anaphylactoid or 
hypersensitivity-like reactions, have 
been reported in 0.3-3% of patients, in 
patients with low or absent 
paracetamol concentrations and in 
patients with liver cirrhosis. Infusion- 
related side effects occur due to rapid 
administration of the infusion, and are 
usually related to a higher incidence of 
hypersensitivity reactions. This patient 
was appropriately treated with 
antihistamine and N-acetylcysteine 
was stopped, which should be 
restarted at a slower rate after the 
adverse reaction has settled. 


A Do not restart N- 

acetylcysteine 


Paracetamol overdose can result in 
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liver damage that may be fatal. 
Intravenous acetylcysteine is the 
antidote to treat paracetamol 
overdose, and is virtually 100% 
effective in preventing liver damage 
when given within 8 h of the overdose. 
Therefore, this option is wrong as N- 
acetylcysteine should restart after 
adverse effects have settled, but at a 
slower rate. 



B Give activated charcoal 

Activated charcoal is administered in 
patients who are clinically stable with 
patent airway, and if presented to the 
A&E within 1 h of paracetamol 
ingestion. 


C Restart the N-acetylcysteine 

infusion at the same rate 

This is an incorrect option as the 
infusion should be restarted at a 
slower rate to minimise the recurrence 
of adverse effects. 
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A 31-year-old adopted man presents to 
his general practitioner (GP) with 
rectal bleeding and a change in bowel 
habit. Previous history of note includes 
osteomas of both tibia and skull 
osteomas. His brother is noted to 
suffer from ulcerative colitis and his 
uncle died at the age of 44 years from 
colon cancer. 

On examination, his blood pressure 
(BP) is 132/72 mmHg, pulse is 72/min 
and regular. His BMI is 22 and his 
abdomen is soft and non-tender. He is 
anaemic with an Hb of 11.2 g/dl. 

Which of the following is the most 
appropriate investigation in this case? 

A Rigid sigmoidoscopy 
B Flexible sigmoidoscopy 
C Colonoscopy 

D Barium enema 
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osteomas. His brother is noted to 
suffer from ulcerative colitis and his 
uncle died at the age of 44 years from 
colon cancer. 

On examination, his blood pressure 
(BP) is 132/72 mmHg, pulse is 72/min 
and regular. His BMI is 22 and his 
abdomen is soft and non-tender. He is 
anaemic with an Hb of 11.2 g/dl. 

Which of the following is the most 
appropriate investigation in this case? 

A Rigid sigmoidoscopy 
B Flexible sigmoidoscopy 
C Colonoscopy 

0 Barium enema 

E Barium follow-through 
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A 31-year-old adopted man presents to 
his general practitioner (GP) with 
rectal bleeding and a change in bowel 
habit. Previous history of note includes 
osteomas of both tibia and skull 
osteomas. His brother is noted to 
suffer from ulcerative colitis and his 
uncle died at the age of 44 years from 
colon cancer. 

On examination, his blood pressure 
(BP) is 132/72 mmHg, pulse is 72/min 
and regular. His BMI is 22 and his 
abdomen is soft and non-tender. He is 
anaemic with an Hb of 11.2 g/dl. 

Which of the following is the most 
appropriate investigation in this case? 




A Rigid sigmoidoscopy 
B Flexible sigmoidoscopy 
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This patient has altered bowel habit 
with rectal bleeding, coupled with the 
history of osteomas; it is therefore 
important to rule out colonic 
carcinoma as an underlying cause. The 
suspicion is that he has Gardner’s 
syndrome, which is an autosomal 
dominant condition characterised by 
multiple adenomatous intestinal 
polyposis, osteomas and soft tissue 
tumours (epidermoid cysts, fibromas 
and lipomas). Individuals with the 
syndrome develop a multitude of 
colonic polyps. Colonic carcinoma 
develops in 7% of individuals with 
Gardner’s syndrome by age 21 years, 
50% by age 39 years and 90% by age 
45 years. Colectomy is recommended 
once polyps appear. 

A Rigid sigmoidoscopy 

Rigid sigmoidoscopy is only useful to 
visualise the rectum and the distal 
portion of the sigmoid. It isn’t suitable 
in this case to rule out an underlying 
carcinoma. 
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B Flexible sigmoidoscopy 

Flexible sigmoidoscopy can visualise 
the distal colon and rectum only. 
Genetic causes of colon cancer often 
result in right sided lesions, which 
means flexible sigmoidoscopy is 
inadequate in evaluating this patient. 


D Barium enema 

Although barium enema is an option 
for patients who are unable to tolerate 
colonoscopy, colonoscopy is preferred 
because of a higher identification rate 
for colon cancers, and the chance of 
making a tissue diagnosis. 


E Barium follow-through 

Barium follow-through is most useful 
to visualise the small bowel, whereas 
colonic polyps are associated with 
Gardner's syndrome. 



Rate this question: 
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A 72-year-old woman presents with 
dull abdominal pain and bloating. She 
tells you on further questioning that 
she has suffered intermittent episodes 
of abdominal pain after a heavy meal, 
and episodes of diarrhoea with dark 
blood over the past few months. 

She has a history of hypertension and 
is clinically in atrial fibrillation. Her 
abdomen is distended and bowel 
sounds are absent. 

Blood tests show an elevated white ce 
count, renal impairment with a 
creatinine of 160 pmol/l and metabolic 
acidosis. 

What would be the most appropriate 
diagnostic test in the emergency 
situation? 

A Plasma lactates 

B Plain abdominal X-ray 

C Conventional mesenteric 

anninnranhv 
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She has a history of hypertension and 
is clinically in atrial fibrillation. Her 
abdomen is distended and bowel 
sounds are absent. 

Blood tests show an elevated white ce 
count, renal impairment with a 
creatinine of 160 pmol/l and metabolic 
acidosis. 

What would be the most appropriate 
diagnostic test in the emergency 
situation? 

A Plasma lactates 

B Plain abdominal X-ray 

C Conventional mesenteric 

angiography 



D CT abdomen with contrast 


E Colonoscopy 
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CT abdomen with contrast 


This patient’s history and the 
investigation results are very 
suggestive of mesenteric ischaemia. 
The patient’s antecedent history of 
postprandial abdominal pain suggests 
there may be a degree of chronic 
ischaemia, and her atrial fibrillation is a 
risk factor for acute mesenteric arterial 
embolism. 

Of the tests listed, mesenteric 
angiography is the gold standard, 
although it is much less obtainable in 
the emergency situation. Rapid 
diagnosis is essential among patients 
with clinical features and risk factors 
suggestive of acute intestinal ischemia 
to reduce the potential for intestinal 
infarction. The usual initial test for 
patients suspected of having 
mesenteric ischemia, such as in the 
case above, is contrast computed 
tomographic (CT) angiography 
without oral contrast. CT angiography 
has a high degree of accuracy for 
diagnosing mesenteric ischemia, and is 
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acute abdominal pain. The creatinine 
of 160, whilst being associated with an 
increased risk of contrast nephropathy, 
does not altogether preclude the 
examination, and attempts should be 
made to minimise the risk with optimal 
hydration. 


C I Conventional mesenteric 
I angiography 


This has the advantage of offering 
therapeutic as well as diagnostic 
options, including administration of 
intra-arterial thrombolytic agents for 
acute arterial thrombosis. However, the 
investigation is highly invasive and 
unsuitable for critically ill patients; it 
often is not readily available, and may 
delay surgical management. 
Angiography also has a relatively high 
negative rate in patients presenting 
early in the course of acute mesenteric 
ischaemia. Arteriography can also 
precipitate acute ischaemia; thus, it is 
important to make sure that the 
patient is well hydrated. 
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Although mesenteric ischemia is likely 
to cause a raised lactate, this is non¬ 
specific and non-diagnostic, as it will 
rise as a result of any cause of tissue 
hypoperfusion. 



B Plain abdominal X-ray 

In the context of mesenteric ischaemia, 
positive findings (ileus, small bowel 
obstruction, oedematous or thickened 
bowel walls and paucity of gas in the 
intestines) on plain abdominal 
radiography are usually late and non¬ 
specific. More specific signs, such as 
pneumatosis intestinalis, thumbprinting 
of the bowel wall and portal vein gas, 
are also late findings. 


E Colonoscopy 

Colonoscopy, or flexible 
sigmoidoscopy, is usually required to 
confirm a diagnosis of ischaemic 
colitis, often after suggestive cross- 
sectional imaging. It does not carry 
any diagnostic merit in small bowel 
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A 43-year-old actress presents to her 
GP with worsening pruritus, which she 
finds embarrassing at work. She has a 
past medical history of hypothyroidism 
and mild rheumatoid arthritis. She is on 
levothyroxine only. She drinks on 
average one glass of wine a night. 

On examination, she has mildly 
jaundiced sclera, xanthelasma, 
clubbing and hepatomegaly on 
examination. Her BP is 142/82 mmHg, 
pulse is 75/min and regular and her 
BMI is 25. 

Given the likely clinical diagnosis, 
which of the following tests is most 
likely to be elevated /abnormal? 

A 

B 

C 

D Vitamin A 


Serum IgG 

Anti-mitochondrial antibodies 


HDL cholesterol 
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A 43-year-old actress presents to her 
GP with worsening pruritus, which she 
finds embarrassing at work. She has a 
past medical history of hypothyroidism 
and mild rheumatoid arthritis. She is on 
levothyroxine only. She drinks on 
average one glass of wine a night. 

On examination, she has mildly 
jaundiced sclera, xanthelasma, 
clubbing and hepatomegaly on 
examination. Her BP is 142/82 mmHg, 
pulse is 75/min and regular and her 
BMI is 25. 

Given the likely clinical diagnosis, 
which of the following tests is most 
likely to be elevated /abnormal? 


Your answer was incorrect 


A Serum IgG 
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This patient has a typical presentation 
of primary biliary cirrhosis, a condition 
of gradual destruction of the 
intrahepatic bile ducts, leading to 
fibrosis and cholestasis and ultimately 
hepatic cirrhosis, usually presented in 
middle aged women. Pruritis, fatigue 
and elevated alkaline phosphatase are 
some of the characteristic features 
seen in PBC. Anti-mitochondrial 
antibodies test is specific to PBC, as 
these antibodies are present in more 
than 90 % of cases. 


C I HDL cholestero 


High lipid and cholesterol levels 
(especially HDL) may be increased in 
patients with PBC. However, it is not 
the best option to select in the 
presence of anti-mitochondrial 
antibodies test, which is more specific 
and present in more than 90% of 
patients with PBC. 
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A Serum IgG 

Serum IgG levels are raised in cases of 
autoimmune pancreatitis, which is a 
predisposing factor of chronic 
pancreatitis, characterized by 
recurrent or persistent epigastric pain, 
steatorrhea and weight loss. None of 
these symptoms are present in this 
case and given the likely diagnosis of 
PBC, makes this option less likely to be 
correct. Anti-mitochondrial antibodies 
and raised serum IgM is also seen in 
cases of PBC. 



D Vitamin A 

In patients with PBC, lack of bile can 
lead to inability to absorb fats and fat 
soluble vitamins A, D, E and K. 
Abnormal vitamin A level is non¬ 
specific for the diagnosis of PBC, 
which is a possible diagnosis here. 


E Haemoglobin 


Patients with PBC can present with 
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A 25-year-old art student is brought 
into the casualty department by her 
flatmates following one cupful of 
haematemesis. She has been vomiting 
earlier that day after an alcohol binge 
over the weekend. There is no past 
medical problem and she is on the oral 
contraceptive pill. She drinks 15 units 
of alcohol per week, mainly during the 
weekends. Her mother suffers from 
primary biliary cirrhosis. 

On examination, her heart rate is 
82/minute and her blood pressure is 
124/70 mmHg. There is mild epigastric 
discomfort. The rest of the examination 
is normal. 


Her blood tests are as below: 


Haemoglobin (Hb) 

12.0 g/dl 

White blood count 
(WBC) 

6.0 x 10 9 /l 

Platelets 

192 x 10 9 /l 

Mean ce 1 volume (MCV) 

85 fL 

International normalised 
ratio (INR) 

1.1 
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ratio (INR) 

u 

Na + 

133 mmol/I 

K + 

3.2 mmol/I 

Urea 

6.0 mmol/l 

Creatinine 

61 |jmol/l 

Bilirubin 

14 [jmol/l 

Alanine 

aminotransferase (ALT) 

24 U/l (5- 
35) 

Alkaline phosphatase 
(ALP) 

140 U/l 
(30-150) 

Gamma GT (GGT) 

104 

Albumin 

38 gIL 


Upper gastrointestinal endoscopy 
shows no source of active bleeding, 
although a small linear tear is identified 
in the mucosal surface. There is no 
evidence of blood in the oesophagus, 
stomach or duodenum. 


What is the most appropriate step of 
management? 
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Albumin 


38 gIL 


Upper gastrointestinal endoscopy 
shows no source of active bleeding, 
although a small linear tear is identified 
in the mucosal surface. There is no 
evidence of blood in the oesophagus, 
stomach or duodenum. 

What is the most appropriate step of 
management? 

A Check autoantibody screen 

B Liver ultrasound 

C Prescribe non-selective beta 

blocker 


D Repeat endoscopy in 2 weeks 

E Discharge home with General 

Practitioner follow-up 
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E I Discharge home with General 
I Practitioner follow-up 


This is a case of Mallory-Weiss tear, 
which is a longitudinal mucosa tear at 
the gastro-oesophageal junction as a 
consequence of forced retching or 
vomiting. This is produced by a sudden 
increase in intra-abdominal pressure. It 
is a common cause of upper 
gastrointestinal bleeding in the young, 
classically after an alcohol binge, and 
the linear tear can be seen on 
endoscopy. Bleeding is usually mild 
and transitory; therefore, management 
is largely conservative and patients do 
not require further specialist follow-up. 


A Check autoantibody screen 


There are no clinical signs of chronic 
liver disease, and liver function tests 
are normal. The endoscopic findings 
are not suggestive of a variceal bleed, 
which would prompt the clinician to 
search for an underlying cause of 
cirrhosis. 
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B Liver ultrasound 

There are no clinical signs of chronic 
liver disease, and liver function tests 
are normal. Further imaging of the liver 
is not indicated. 


C Prescribe non-selective beta 

blocker 

Non-selective beta blockade has 
proven benefit in the prophylaxis of 
variceal bleeding. There is no role for 
beta blockade in the management of a 
Mallory-Weiss tear. 


D Repeat endoscopy in 2 weeks 

Provided the patient remains well, with 
no further bleeding, a simple Mallory- 
Weiss tear prompted by an obvious 
trigger event (vomiting after an alcohol 
binge) does not require a repeat 
endoscopy. 
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A 53-year-old woman is referred to the 
clinic by her general practitioner (GP) 
for fatigue, lethargy, mild itching, 
muscle and joint pains. She has a 
history of hypothyroidism which is 
treated with 100 meg of thyroxine 
daily. Her TSH has been stable for the 
past 5 years. 

On examination, there is jaundice, with 
mild hepatomegaly and more than five 
spider naevi on the upper body. 

Investigations reveal: 


Bilirubin 

125 pmol/l 

ALT 

230 U/l 

ALP 

185 U/l 

Albumin 

28 g/l 

Hypergammaglobulinaemia 

polyclonal 

Anti-smooth muscle 

antibodies 

positive 

Anti-nuclear antibody 

positive 


Which of the following diagnoses fits 

m m m # * * • * 
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Al_p 

185 U/l 

Albumin 

28 g/l 

Hypergam mag lobu 

linaemia 

polyclonal 

Anti-smooth muscle 

antibodies 

positive 

Anti-nuclear antibody 

positive 


Which of the following diagnoses fits 
best with this clinical picture? 

A Primary sclerosing cholangitis 

B Primary biliary cirrhosis 

C Type 1 autoimmune hepatitis 

D Type 2 autoimmune hepatitis 

E Type 3 autoimmune hepatitis 
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C I Type 1 autoimmune hepatitis 


Autoantibodies associated with type 1 
autoimmune hepatitis include anti¬ 
smooth muscle antibodies, antinuclear 
antibodies and anti-actin antibodies. 
Autoimmune hepatitis is much more 
common in women. Diagnosis and 
prognostic assessment is best 
informed via liver biopsy. After an 
initial period of high-dose 
prednisolone, azathioprine is often 
added as a steroid-sparing agent. A 
number of physicians employ a 
maintenance regime of prednisolone 10 
mg and azathioprine 50 mg per day as 
maintenance therapy. Initial remission 
is possible in around 80% of patients, 
though relapse often occurs if therapy 
is withdrawn. Liver transplant is 
successful in patients who fail medical 
therapy. 



A Primary sclerosing cholangitis 


Primary sclerosing cholangitis is 
associated with inflammatory bowel 
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B Primary biliary cirrhosis 

Primary biliary cirrhosis is associated 
with an obstructive liver function test 
picture, and positive anti-mitochondrial 
antibodies. 


D Type 2 autoimmune hepatitis 

Type 2 autoimmune hepatitis occurs 
predominantly in children and is 
associated with anti-liver kidney 
microsomal antibodies. 


E Type 3 autoimmune hepatitis 

Type 3 autoimmune hepatitis is 
associated with soluble liver or liver- 
kidney antigens. 


Rate this question: 
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The following are serial liver function 
tests of a 75-year-old, retired, white 
businessman. He had an abdominal 
aortic aneurysm repair for ruptured 
aneurysm in the 1980s while on holiday 
in Turkey. 

He takes antacids for dyspepsia and 
drinks approximately 5 units of alcohol 
per week. He was prescribed 
atorvastatin five years ago by his 
general practitioner (GP) for 
hypercholesterolaemia. 

Apart from mild jaundice, physical 
examination is unremarkable. His body 
mass index (BMI) is 25. 

Liver function tests: 


1988 

1994 

2006 

Bilirubin (mmol/) 
(< 17 1) 

16 

21 

28 

Alanine 

aminotransferase 
(U/l) (5-35) 

35 

36 

45 

Aspartate 

aminotransferase 

43 

49 

70 

0 
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aminotransferase 43 49 70 7 

(U/l) (10-40) 

Alkaline 

phosphatase 111 135 156 V 

(U/l) (30-150) 

Anti-mitochondrial antibodies: 
negative 

Anti-smooth muscle antibodies: 
negative 

What is the most likely cause for his 
abnormal liver function tests? 

A Chronic active hepatitis due 

to autoimmune pathology 

B Primary biliary cirrhosis 

C Drug-induced hepatitis 

D Chronic active hepatitis due 

to hepatitis C 

E Non-alcoholic steatohepatitis 
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The following are serial liver function 
tests of a 75-year-old, retired, white 
businessman. He had an abdominal 
aortic aneurysm repair for ruptured 
aneurysm in the 1980s while on holiday 
in Turkey. 

He takes antacids for dyspepsia and 
drinks approximately 5 units of alcohol 
per week. He was prescribed 
atorvastatin five years ago by his 
general practitioner (GP) for 
hypercholesterolaemia. 

Apart from mild jaundice, physical 
examination is unremarkable. His body 
mass index (BMI) is 25. 


Liver function tests: 



1988 

1994 

2006 

Bilirubin (mmol/) 
(< 17 1) 

16 

21 

28 

A1 a ni n e 

aminotransferase 
(U/l) (5-35) 

35 

36 

45 


2 

4 

5 
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D 

Chronic active hepatitis due 
to hepatitis C 


The man has had major surgery in the 
past that almost certainly required 
blood transfusion. Both hepatitis B and 
C are easily contracted from blood 
transfusion. Since screening donated 
blood for hepatitis B was initiated in 
the 1980s, hepatitis C has become the 
most common cause of post¬ 
transfusion hepatitis in the Western 
world. Given that his repair had 
occurred in Turkey many years ago, 
the risk of blood-borne viruses may be 
significantly increased. 

Twenty per cent of patients with 
hepatitis B infection will develop 
chronic active hepatitis, whereas the 
incidence is higher (50%) in hepatitis C 
infection. Patients are usually 
asymptomatic or may present with a 
slowly progressive hepatitis. The 
aminotransferase and bilirubin are 
usually mildly raised. The histological 
landmark of chronic active hepatitis is 
piecemeal necrosis. 
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C I Drug-induced hepatitis 


Drugs known to cause hepatitis include 
methyldopa and isoniazid. Statins may 
result in subclinical myositis, which is 
associated with transaminase 
elevation. 


A Chronic active hepatitis due 

to autoimmune pathology 

Although autoimmune chronic active 
hepatitis is a differential here, the 
history of major surgery in Turkey 
means that viral hepatitis should be 
ruled out first. 


B Primary biliary cirrhosis 

Primary biliary cirrhosis is associated 
with anti-mitochondrial antibodies, 
itching, lethargy and an obstructive 
picture on liver function testing. 


E Non-alcoholic steatohepatitis 
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A 37-year-old lawyer attends the 
Outpatient Clinic with deranged liver 
function tests noted at an insurance 
medical. She feels well, has no past 
medical history and takes no 
medications. 

Her family history includes a 
grandmother with type 2 diabetes. She 
is a non-smoker and drinks one glass 
of wine every other day. 

On examination, she is obese with a 
body mass index (BMI) of 31 kg/m 2 and 
some mild right upper quadrant (RUQ) 
tenderness is elicited on palpation. An 
ultrasound scan of the abdomen 
reveals an enlarged homogenous echo- 
bright liver with normal spleen size. 

Some of her investigations are outlined 
below. 


Alanine 

aminotransferase 102 U/l (5-35) 
(ALT) 


Albumin 

40 g/l (37-49) 

Autoantibodies 

Negative 
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Autoantibodies 

Negative 

Bilirubin 

20 |jmol/l (1- 
22) 

Cholesterol 

7.6 mmol/I (< 
5.2) 

Fasting blood 
glucose 

11.5 mmol/I 

y-Glutamyl 
transferase (GGT) 

80 U/l (4-35) 

Liver transaminase 
(AST) 

80 U/l (1-31) 

Triglycerides 

2.0 mmol/I 
(0.45-1.69) 



Which of the following is likely to have 
the greatest impact in improving her 
liver function tests? 


A Rapid weight loss aiming for a 

minimum of 2.5 kg/week 


B Vitamin E 
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transferase (GGT) 

au u/i 

Liver transaminase 
(AST) 

80 U/I (1-31) 



T riglycerides 


2.0 mmol/l 
(0.45-1.69) 


Which of the following is likely to have 
the greatest impact in improving her 
liver function tests? 


A Rapid weight loss aiming for a 

minimum of 2.5 kg/week 

B Vitamin E 

C Ursodeoxycholic acid 

D Supervised exercise 

programme with group 
weight loss counselling 

E Metformin 
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Supervised exercise 1 

programme with group 1 

weight loss counselling 1 


Non-alcoholic fatty liver disease 
(NAFLD) should always be considered 
in obese individuals with abnormal 
liver function tests (LFTs) without 
evidence of alcohol excess. It is often 
asymptomatic but hepatic 
enlargement due to lipid deposition 
within hepatocytes (making them 
appear bright in ultrasound) can lead 
to RUQ pain. It is impossible to tell 
from liver function tests alone whether 
fatty liver is associated with 
inflammation (steatohepatitis) and 
eventually a small percentage of 
patients will go on to develop fibrosis 
and cirrhosis. As yet, there has been no 
strong genetic association found in 
NAFLD or the metabolic syndrome. 

NAFLD is considered to exist as part of 
a wider metabolic syndrome that also 
includes insulin resistance and 
dyslipidaemia. Patients with NAFLD 
are therefore at high risk of developing 
cardiovascular disease and diabetes. 
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dyslipidaermia. Patients with NAI-LD 


are therefore at high risk of developing 
cardiovascular disease and diabetes. 
Treatment of the other elements of the 
metabolic syndrome such as diabetes 
and hyperlipidaemia will reduce 
mortality and morbidity. Statins are not 
contraindicated in NAFLD despite the 
widespread misconception that they 
cause significant derangement of LFTs. 

Weight loss of 1 kg/week with an initial 
target loss of 10% bodyweight has 
been shown to be effective at 
restoring normal liver function. 

Exercise programmes with group 
weight loss counselling are the most 
effective way to aid weight loss and 
reduce insulin resistance. Surgical aids 
to weight loss have been shown to be 
effective but are recommended for the 
morbidly obese (BMI >35 kg/m 2 ) in 
whom other strategies have failed. 


A Rapid weight loss aiming for a 

minimum of 2.5 kg/week 


Non-alcoholic fatty liver disease is 
imnroved bv weiaht loss but ranid 
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Non-alcoholic fatty liver disease is 
improved by weight loss but rapid 
weight loss has been associated with 
worsening liver disease; as such, a 
more gradual reduction in weight is 
advised. 


B Vitamin E 

Previously, vitamin E has been 
proposed to provide an antioxidant 
effect in NAFLD. However, there is 
currently no evidence to support the 
use of vitamin E in clinical practice. 


C Ursodeoxycholic acid 

Previously, ursodeoxycholic acid has 
been proposed for use in NAFLD to 
provide a cytoprotective effect. 
However, there is currently no 
evidence to support the use of 
ursodeoxycholic acid in clinical 
practice. 
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You review a 36-year-old man in the 
Dermatology Clinic. He has developed 
some nasty-looking pustules on his 
shin that have now formed an 
ulcerated patch, look blue-black and 
are very unsightly. 

The general practitioner (GP) is 
concerned that he may have a 
spreading bacterial infection. There is a 
past history of diarrhoea but nil else of 
note. 

Blood testing reveals elevated 
viscosity, C-reactive protein (CRP) and 
alkaline phosphatase. Biopsy of the 
ulcer edge reveals an intense 
neutrophilic infiltrate and evidence of 
vasculitis. 

Which of the following represents the 
most likely underlying reason for his 
bowel symptoms and skin changes? 

A Ulcerative colitis 


B Systemic lupus 

erythematosus (SLE) 
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Blood testing reveals elevated 
viscosity, C-reactive protein (CRP) and 
alkaline phosphatase. Biopsy of the 
ulcer edge reveals an intense 
neutrophilic infiltrate and evidence of 
vasculitis. 

Which of the following represents the 
most likely underlying reason for his 
bowel symptoms and skin changes? 



A 

B 

C 

D 

E 


Ulcerative colitis 


Systemic lupus 
erythematosus (SLE) 


Primary biliary cirrhosis (PBC) 


Coeliac disease 


Lymphocytic colitis 
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Dermatology Clinic. He has developed 
some nasty-looking pustules on his 
shin that have now formed an 
ulcerated patch, look blue-black and 
are very unsightly. 

The general practitioner (GP) is 
concerned that he may have a 
spreading bacterial infection. There is a 
past history of diarrhoea but nil else of 
note. 

Blood testing reveals elevated 
viscosity, C-reactive protein (CRP) and 
alkaline phosphatase. Biopsy of the 
ulcer edge reveals an intense 
neutrophilic infiltrate and evidence of 
vasculitis. 

Which of the following represents the 
most likely underlying reason for his 
bowel symptoms and skin changes? 



Your answer was correct 




Systemic lupus 
erythematosus (SLE) 
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A 


Ulcerative colitis 


The ulcerated lesion is pyoderma 
gangrenosum, which may be 
associated with inflammatory bowel 
disease, rheumatoid arthritis, 
haematological malignancy, primary 
biliary cirrhosis or idiopathic (up to 
20%). Treatment is with topical and/or 
high-dose oral steroids. The raised 
alkaline phosphatase raises the 
possibility that he may have co¬ 
existent primary sclerosing cholangitis. 
Up to 75% of cases of primary 
sclerosing cholangitis occur in patients 
with co-existent inflammatory bowel 
disease, and PSC is commoner in 
males. Ultrasound followed by 
magnetic resonance 
cholangiopancreatography (MRCP) is 
the investigational plan of choice. 


B Systemic lupus 

erythematosus (SLE) 

SLE doesn’t usually result in pyoderma 
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gangrenosum but results in lupus 
panniculitis, which can resemble 
erythema nodosum. 


C Primary biliary cirrhosis (PBC) 

Primary biliary cirrhosis may be 
associated with pyoderma 
gangrenosum, but the absence of 
itching and the presence of diarrhoea 
counts against PBC as the underlying 
diagnosis. 


D Coeliac disease 

Coeliac disease is associated with 
dermatitis herpetiformis rather than 
with pyoderma gangrenosum. 


E Lymphocytic colitis 

Lymphocytic colitis is associated with 
diarrhoea but not with pyoderma 
gangrenosum. Drug causes of 
lymphocytic colitis include drugs such 
as proton pump inhibitors, ranitidine 
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Question 1 of 150 


A 60-year-old woman is seen in the 
cardiology outpatient with a new 
murmur. She also describes 
intermittent episodes of flushing and 
diarrhoea for the last 4 months. She 
has a history of hay fever and 
complains of intermittent wheeziness 
which she has never had before. 

On examination, the blood pressure 
and jugular venous pressure are 
normal. There is a diastolic murmur in 
the pulmonary area which increases 
with inspiration. Her chest is clear. 
There is a palpable liver edge with 
right upper quadrant tenderness. 
Neurological examination is normal. 

Which of the following investigations 
is most appropriate? 

A Fasting gut hormones 

B Thyroid function test 

C Urinary catecholamines 
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complains of intermittent wheeziness 
which she has never had before. 

On examination, the blood pressure 
and jugular venous pressure are 
normal. There is a diastolic murmur in 
the pulmonary area which increases 
with inspiration. Her chest is clear. 
There is a palpable liver edge with 
right upper quadrant tenderness. 
Neurological examination is normal. 

Which of the following investigations 
is most appropriate? 

A Fasting gut hormones 

B Thyroid function test 

C Urinary catecholamines 

D Urinary 5-hydroxyindoleacetic 

acid (HIAA) 

E Urinary serotonin 
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D I Urinary 5-hydroxyindoleacetic 
I acid (HIAA) 


The presentation is consistent with a 
diagnosis of carcinoid syndrome. 90% 
of all carcinoid tumours are present in 
the Gl tract (favouring the appendix 
and terminal ileum). Presentations 
include cutaneous flushing, diarrhoea, 
bronchospasm and cardiac 
abnormalities secondary to the 
paraneoplastic effects of the secretion 
of hormones. Cardiac abnormalities 
tend to be right-sided, resulting in 
tricuspid and pulmonary stenosis or 
regurgitation; the murmur here implies 
pulmonary regurgitation (diastolic, 
louder on inspiration) making the 
diagnosis most likely. 

Carcinoid tumours take up tryptophan 
and convert it to serotonin, which is 
responsible for the symptoms of 
flushing, diarrhoea and bronchospasm. 
Serotonin is in turn broken down to 5- 
HIAA, almost all of which is excreted in 
urine and therefore the investigation of 
choice is urinary 5-HIAA. Altered 
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HIAA, almost all of which is excreted in 
urine and therefore the investigation of 
choice is urinary 5-HIAA. Altered 
tryptophan metabolism occurs in 
almost all patients with carcinoid, 
where up to 70% is converted to 
serotonin. 


A Fasting gut hormones 

Gut hormones include a panel of 
glucagon, gastrin, vasoactive intestinal 
peptide and somatostatin that are 
tested when certain secreting 
neuroendocrine tumours are 
suspected. Gastrin is elevated in 
Zollinger-Ellison 

syndrome/gastrinoma/MEN type I. 
One would expect a history of 
recurrent peptic ulcers. VIP is 
measured when a suspected VIPoma 
occurs. This causes diarrhoea and 
flushing with hypotension (hence not 
the diagnosis here). Glucagon is 
measured when a glucagon-secreting 
tumour of the pancreas is noted (seen 
with diabetes and a characteristic rash 
- necrolytic migratory erythema). A 
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- necrolytic migratory erythema). A 
somatostatin-secreting tumour will 
present with symptoms of diabetes, 
gallstones and steatorrhea. 



B Thyroid function test 

Although the diarrhoea and flushing 
could be explained by 
hyperthyroidism, it would not explain 
the wheeze and enlarged liver; 
therefore an alternative diagnosis is 
more likely. 


C Urinary catecholamines 

Urinary catecholamines are used to 
detect phaechromocytoma. 


E Urinary serotonin 

Serotonin is metabolised to 5-HIAA, 
which is secreted in the urine, and 
therefore measurement of urinary 
serotonin would be pointless. 
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A 31-year-old lawyer was referred by 
his general practitioner (GP) who had 
investigated him for tiredness. 

As part of a screen of blood tests, he 
had been found to have abnormal liver 
function tests. He had occasionally 
used intravenous (iv) drugs as a 
student but had not done so recently. 
He is married and has had no other 
sexual partners for the last 4 years. 

Other than feeling tired, he is 
asymptomatic. He takes no regular 
medications and drinks 40 units of 
alcohol a week. 


Blood tests: 


Bilirubin 

21 pmol/l 

AST 

ALT 

85 U/l 

165 U/l 

ALP 

112 U/l 



Hepatitis serology: 

Hepatitis A IgM 

negative 
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Hepatitis A IgM 

Hepatitis A IgG 

negative 

negative 

HBsAg 

positive 

HBeAg 

positive 

Anti-HBc antibody 

positive 

Anti-HBe antibody 

Hepatitis C virus antibody 

negative 

negative 


Which one of the following is the most 
appropriate initial intervention? 

A Boceprevir 


B Ribavirin 


C Tenofovir 


D Hepatitis B vaccination 
E Peginterferon alpha-2a 
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Hepatitis serology: 


Hepatitis A IgM 

negative 

Hepatitis A IgG 

negative 

HBsAg 

positive 

HBeAg 

positive 

Anti-HBc antibody 

positive 

Anti-HBe antibody 

negative 


Hepatitis C virus antibody negative 

Which one of the following is the most 
appropriate initial intervention? 


Your answer was incorrect 



A Boceprevir 

B Ribavirin 


C I Tenofovir 
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NICE guidelines recommend an initial 
period of treatment for 48 months 
with peginterferon for chronic hepatitis 
B infection, the most likely diagnosis 
here. Where treatment failure occurs, 
other agents are then considered. 


C I Tenofovir 


Tenofovir is recommended as an 
option for the treatment of hepatitis B 
in patients who fail to respond to 
interferon alone. 


A Boceprevir 

Boceprevir is an inhibitor of NS3/4A 
serine protease, a key enzyme involved 
in the replication of hepatitis C, it 
therefore has no role in the treatment 
of chronic hepatitis B. 

B Ribavirin 
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NICE guidelines recommend an initial 
period of treatment for 48 months 
with peginterferon for chronic hepatitis 
B infection, the most likely diagnosis 
here. Where treatment failure occurs, 
other agents are then considered. 
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option for the treatment of hepatitis B 
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interferon alone. 
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in the replication of hepatitis C, it 
therefore has no role in the treatment 
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A Boceprevir 

Boceprevir is an inhibitor of NS3/4A 
serine protease, a key enzyme involved 
in the replication of hepatitis C, it 
therefore has no role in the treatment 
of chronic hepatitis B. 


B Ribavirin 

Ribavirin is an option in combination 
with interferon in the initial treatment 
of hepatitis C, although this 
combination has now been overtaken 
by agents such as boceprevir. 


D Hepatitis B vaccination 

Hepatitis B vaccination has no role 
here and doesn’t significantly impact 
on viral clearance. 


Rate this question: 



Next Question 
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A 29-year-old woman is admitted 
acutely with severe abdominal pain, 
nausea and vomiting. She has a history 
of poorly-controlled epilepsy. 

On questioning, she denies any 
unusual behaviour other than 
commencing a ‘low-carb’ diet 2 weeks 
previously. As well as her normal 
gabapentin, she has been taking 
paracetamol and aspirin for her 
abdominal pain. 


On examination, she has peritonism 
and appears to have some proximal 
muscle weakness. The nurses notice 
that her urine is dark and changes 
colour on standing. 


Tests revea 


Urea 

15.0 

mmol/I 

Creatinine 

85 |jmol/l 

Sodium 

125 

mmol/I 

Potassium 

4.0 mmo/l 

q n 
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Blood glucose 

5.0 

mmol/l 

Fu 1 blood count (FBC) 

Normal 

Arterial pH 

7.31 

Computed tomography 
(CT) of the abdomen 

Normal 

Urinalysis 

Ketones 

++ 

Urinary porphobilinogen 

300 

|jmol//dl 

(0-18) 


Given the likely diagnosis, which one 
of the following is the most suitable 
therapeutic option? 

A Intravenous insulin infusion 

B Discontinuation of 

paracetamol and aspirin 

C Intravenous haem arginate 
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Urinary porphobilinogen 

JO ^ 

|jmol//dl 



(0-18) 


Given the likely diagnosis, which one 
of the following is the most suitable 
therapeutic option? 



Intravenous insulin infusion 


B Discontinuation of 

paracetamol and aspirin 


C Intravenous haem arginate 

D Intravenous metoclopramide 

E Intravenous lorazepam 


Previous Question Skip Question 
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Intravenous haem arginate 



The presentation of severe abdominal 
pain in young people, particularly 
accompanied by neurological 
symptoms, should alert to the 
possibility of an acute porphyria. This 
diagnosis is confirmed by the 
increased levels of urinary 
porphobilinogens although the type of 
porphyria cannot be determined by 
this test alone. Attacks can be 
precipitated by drugs, infections, 
smoking and crash dieting, particularly 
low carbohydrate intake. Symptoms 
include severe neuropathic abdominal 
pain (85-95%) vomiting (50-90%) 
paresis (40-70%) and seizures (10- 
20%). Hypertension and 
hyponatraemia are often features, and 
should be corrected due to the 
increased risk of seizures. 


Paracetamol and aspirin are safe in 
porphyria as well as gabapentin (used 
to control seizure activity). Most other 
anti-epileptics (including clonazepam) 
may exacerbate attacks, as does 
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anti-epileptics (including clonazepam) 
may exacerbate attacks, as does 
metoclopramide (phenothiazines 
should be used to control nausea). 

The treatment of choice in acute 
porphyria is intravenous haem 
arginate, although high-glucose diets 
or infusions have been used for mild 
attacks of pain without neurological 
symptoms. 




Intravenous insulin infusion 


Ketoacidosis is due to the high-protein 
low-carbohydrate diet, and in the 
presence of a normal blood glucose, 
does not respond to an insulin infusion 


B Discontinuation of 

paracetamol and aspirin 

Both paracetamol and aspirin are safe 
to use in porphyria and therefore there 
is no indication to stop them in this 
patient. 




• * 


o 




“■ill <5. Q '©' © O B 10:29 


< 

Question 3 of 150 

— 


m i fjui fjTry i i ca arru u itM eru1 

ci itM t; 


is no indication to stop them in this 
patient. 


D Intravenous metoclopramide 

Metocloprarmide may exacerbate an 
acute porphyria and therefore should 
be avoided. 


E Intravenous lorazepam 

Intravenous lorazepam would be 
indicated in the presence of status 
epilepticus and is safe to use in 
patients with porphyria but there is no 
indication that the patient is currently 
experiencing any seizure activity. 
Clonazepam should however be 
avoided is it can exacerbate an acute 
porphyria. 

Rate this question: 


Next Question 
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A 35-year-old Greek man was referred 
to the Hepatology Clinic with abnorma 
liver function tests and a positive 
hepatitis B surface antigen. He works 
as a taxi driver and drinks three cans 
of beer in the evening. He has never 
had any blood transfusion or 
intravenous drug abuse. 


Investigations: 


Bilirubin 

24 |_imol/l 

Alanine transferase 
(ALT) 

78 U/l (5-35) 

Alkaline phosphatase 

143 U/l (30- 

(ALP) 

ISO) 

Albumin 

35 g/l 

Serum ferritin 

400 |jg/l 


Further hepatitis B serology reveals: 

Hepatitis B e antigen Negative 

Anti-hepatitis B core IgM Negative 
Total anti-HB core Positive 




o 




Further hepatitis B serology reveals: 


Hepatitis B e antigen 

Negative 

Anti-hepatitis B core IgM 

Total anti-HB core 

Negative 

Positive 

Hepatitis B DNA 

Positive 


Which of the following best describes 
his likely diagnosis? 

A Acute hepatitis B infection 

B Hepatitis B with delta virus 

superinfection 

C Chronic hepatitis B carrier of 

high infectivity 

D Hepatitis B infection with pre¬ 
core mutant 

E Previous hepatitis B infection 
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Serum ferritin 


400 ug/l 


Further hepatitis B serology reveals: 


Hepatitis B e antigen 

Negative 



Anti-hepatitis B core IgM 

Negative 



Total anti-HB core 

Positive 



Hepatitis B DNA 

Positive 


Which of the following best describes 
his likely diagnosis? 



A Acute hepatitis B infection 

B Hepatitis B with delta virus 

superinfection 

C Chronic hepatitis B carrier of 

high infectivity 
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D I Hepatitis B infection with pre- 
I core mutant 


Chronic hepatitis B is defined as the 
persistence of hepatitis B surface 
antigen (HBsAg) in the circulation for 
more than six months after clinical 
infection. HBeAg is a marker of 
infectivity in all patients except those 
who have hepatitis B virus (HBV) pre¬ 
core mutant or the core promoter 
mutant, because they do not 
synthesise HbeAg (as seen in this 
case). This is most commonly due to a 
stop-codon mutation at nucleotide 
1896. So the learning here is that 
although the e antigen is negative, this 
patient still has active hepatitis B and 
is still infective. 

Response to interferon is not good and 
relapse rates tend to be high. 
Treatment of chronic hepatitis is aimed 
at patients with active disease and 
viral replication, preferably at a stage 
before cirrhosis has developed. 

Patients are selected for antiviral 
therapy if they have an increased 
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is still infective. 

Response to interferon is not good and 
relapse rates tend to be high. 
Treatment of chronic hepatitis is aimed 
at patients with active disease and 
viral replication, preferably at a stage 
before cirrhosis has developed. 

Patients are selected for antiviral 
therapy if they have an increased 
alanine transferase on two occasions, 
detectable HBV DNA and/or HbeAg in 
their serum, and a liver biopsy that 
show fibrosis. 


A Acute hepatitis B infection 

This is unlikely, firstly because the 
clinical history does not suggest an 
acute infection as acute RUQ pain and 
jaundice are missing. Secondly, one 
would expect there to be a greater 
ALT rise and IgM to be positive. 


B Hepatitis B with delta virus 

superinfection 

Delta virus, or hepatitis D virus, is an 
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A 68-year-old man presents to the 
clinic complaining of further tiredness 
and lethargy. He had been previously 
diagnosed by his GP with iron 
deficiency anaemia and started on iron 
replacement. A colonoscopy 
conducted two years ago was reported 
as normal. As his Hb had fallen to 88 
g/l he received a 2-unit blood 
transfusion. He has no other symptoms 
and notably his appetite is good and 
there is no weight loss. You review him 
in the clinic some three weeks later 
and his results are summarised below. 


Investigations: 


Hb 

8.6 g/dl 

WCC 

4.5 x 10 9 /l 

PLT 

390 x 10 9 /l 

Na + 

139 mmol/l 

K + 

5.3 mmol/l 

Creatinine 

123 (jmol/l 

Upper Gl 
endoscopy 

Normal 
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endoscopy 


Colonoscopy 


No abnormality 
visualised 


Faecal occult 
blood sample 



Which of the following is the 
investigation most likely to contribute 
to the diagnosis? 

A Radionucleotide scanning 

B Selective mesenteric 

angiography 

C Repeat colonoscopy 

D Repeat upper Gl endoscopy 

E Capsule endoscopy 
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E I Capsule endoscopy 


It is clear from the investigations 
shown that this patient is experiencing 
continued bleeding from the Gl tract. It 
is possible that angiodysplasia 
affecting the right side of the colon 
has been missed. After diverticulosis, 
angiodysplasia is the second leading 
cause of lower Gl bleeding in patients 
older than 60 years, and the ascending 
colon and caecum are the most 
commonly affected sites. Treatment of 
angiodysplasia involves endoscopic 
therapy such as cautery or 
sclerotherapy, angioembolisation or 
selective surgical resection as an 
alternative. 



A Radionucleotide scanning 

Radionucleotide scanning is only really 
effective as a diagnostic tool when 
frank Gl bleeding is taking place. 


B Selective mesenteric 
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A Radionucleotide scanning 


Radionucleotide scanning is only really 
effective as a diagnostic tool when 
frank Gl bleeding is taking place. 


B Selective mesenteric 

angiography 

Evidence suggests that capsule 
endoscopy is better than abdominal 
CT or selective mesenteric 
angiography with respect to detection 
of obscure bleeding sites. 


C Repeat colonoscopy 

Repeating colonoscopy is unlikely to 
provide any further information 
leading to diagnosis, as he had a 
previously normal and recent 
colonoscopy. Had the colonoscopy 
been reported as limited due to 
insufficient bowel prep, then this 
would be a possible choice. 
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A previously fit and well 32-year-old 
man presents with a 2-year history of 
watery diarrhoea, which he says does 
not float. There is no history of blood, 
and faecal occult blood and faecal 
elastase testing have been normal. 

He has taken lansoprazole for 
treatment of gastroesophageal reflux 
disease for most of those 24 months. 

Blood tests for endomysial antibody 
and thyroid function have been normal 
but his white cell count was slightly 
elevated at 12.6 x 10 9 /l and erythrocyte 
sedimentation rate elevated at 32 
mm/h. Colonic imaging has not yet 
been performed. 

Which is the most appropriate next 
step? 

A Colonscopy with biopsy 

B Ultrasound abdomen 

C Barium enema 
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disease for most of those 24 months. 


Blood tests for endomysial antibody 
and thyroid function have been normal 
but his white cell count was slightly 
elevated at 12.6 x 10 9 /l and erythrocyte 
sedimentation rate elevated at 32 
mm/h. Colonic imaging has not yet 
been performed. 

Which is the most appropriate next 
step? 

A Colonscopy with biopsy 

B Ultrasound abdomen 

C Barium enema 

D CT colonography 

E Reassure and discharge 
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A 


Colonscopy with biopsy 


The fact that the diarrhoea doesn’t 
float, and endomysial antibodies are 
normal, makes significant small bowel 
malabsorption less likely. Long-term 
use of lansoprazole raises the 
possibility of lymphocytic colitis, a 
condition associated with long-term 
use of PPIs. Colonoscopy with biopsy 
is therefore the most appropriate next 
step in investigation. Withdrawal of the 
PPI usually leads to gradual resolution 
of inflammation. 


B Ultrasound abdomen 

Ultrasound of the abdomen is most 
useful if a hepatic or pancreatic lesion 
is suspected. The fact that 
malabsorption isn’t present counts 
against pancreatitis as the underlying 
cause of his symptoms, and there is no 
history of excess alcohol consumption. 


C Barium enema 
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against pancreatitis as the underlying 
cause of his symptoms, and there is no 
history of excess alcohol consumption. 


C Barium enema 

Colonoscopy is preferred to barium 
enema because it offers the possibility 
of biopsy to confirm the underlying 
diagnosis. 


D CT colonography 

CT colonography is suboptimal versus 
barium enema with respect to imaging, 
and again doesn’t permit biopsy. 


E Reassure and discharge 

The symptoms fit with colitis, and are 
debilitating. As such, reassurance and 
discharge is clearly not appropriate. 


Rate this question: 
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A 38-year-old woman is referred to the 
clinic for abnormal liver function tests. 
She denies illicit drug or excess alcohol 
use. Her general practitioner (GP) is 
concerned as her alanine 
aminotransferase is twice the normal 
limit and alkaline phosphatase is also 
slightly elevated. 

On examination, she is grossly obese 
with a body mass index (BMI) of 36; 
her BP is also elevated at 155/82 
mmHg. No other significant findings 
are noted. Hepatitis B and C serology 
is negative. 

Which of the following is the most 
useful initial investigation in this case? 


A Ferritin estimation 


B Autoimmune profile 

C Abdominal CT scan 


D Abdominal ultrasound scan 
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D I Abdominal ultrasound scan 


This patient is obese with abnormal 
liver function tests and the most likely 
diagnosis is non-alcoholic 
steatohepatitis (NASH). Ultrasound will 
rule out significant other disease of the 
liver or biliary tract and is likely to be 
hyperechogenic; fatty infiltration may 
be visualised when it is above 30% of 
the liver mass. Further investigations 
for NASH include an MRI to provide 
more accurate estimation of liver fat, 
magnetic resonance elastography 
(MRE) to estimate liver stiffness, and 
liver biopsy. Weight loss is the 
mainstay of treatment for this 
condition. Orlistat has been shown to 
reduce hepatic fat, as has pioglitazone, 
although neither is licensed for the 
treatment of hepatic steatosis. 


A Ferritin estimation 

Although ferritin may be elevated, it is 
a non-specific finding in chronic liver 
disease and is therefore not useful in 
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B Autoimmune profile 

Transaminases are elevated, which 
makes autoimmune hepatitis a 
possibility, although with the marked 
elevation in BMI, NASH should be 
considered the most likely diagnosis. 


C Abdominal CT scan 

CT scan is less useful with respect to 
elucidating liver architecture than MRI. 
The correct sequence of investigations 
is therefore liver USS followed by MRI 
scanning later. 


E Liver biopsy 

Liver biopsy is usually required to 
confirm the diagnosis of NASH and 
provide evidence on histological 
staging of cirrhosis, although it is 
usually done after initial radiologica 
investigations. 


Rate this question: 
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You are asked to review a 32-year-old 
woman with a history of ulcerative 
colitis. She was admitted 3 days earlier 
with a flare of her ulcerative colitis and 
treated with intravenous (iv) 
corticosteroids and broad-spectrum 
antibiotics, although the nurses tell you 
she has not really improved. She is still 
opening her bowels 10 times per day 
with watery, blood-stained diarrhoea. 

Examination reveals a temperature of 
38.4 °C; her BP is 105/70 mmHg, with 
pulse 90/min and regular. Her 
abdomen is generally tender, although 
soft, and she has active bowel sounds. 


Investigations: 


Hb 

10.1 g/dl 

WCC 

13.9 x 10 9 /l 

PLT 

155 x 10 9 /l 

Na + 

137 mmol/I 

K + 

3.5 mmol/l 

Creatinine 

110 micromol/l 

ESR 

85 mm/1 st h 


<i o □ 







'©' O B3 4:04 



Question 4 of 146 


mmo 


K + 3.5 mmol/I 

Creatinine 110 micromol/l 


ESR 85 mm/1 st h 

CRP 180 mg/I 

Abdominal X- Colon diameter 5.5 
ray cm 


Which of the following is the most 
appropriate next step? 


A Azathioprine 


B Colectomy 
C Ciclosporin 
D Cyclophosphamide 

E Rectal Mesalazine 
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Intravenous ciclosporin has a role in 
induction of remission in patients with 
severe or fulminant colitis. According 
to NICE guidelines, it is usually offered 
to patients who are on steroids for 72 
h without any improvement. Thus it is 
an appropriate next step in this case, 
but is not effective for long-term use. 
Ciclosporin is given as a continuous IV 
infusion of 2 mg/kg over 24 h, which 
can be adjusted according to 
concentration of the drug in the blood 
and its response. 


A Azathioprine 

Azathioprine is recommended in 
patients with corticosteroid-dependent 
ulcerative colitis, and is an effective 
agent for relapse prevention. NICE 
guidelines suggest that if 
aminosalicylate does not work well in 
preventing flare-ups, then azathioprine 
or mertcaptopurine can be used. 
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C I Ciclosporin 


Intravenous ciclosporin has a role in 
induction of remission in patients with 
severe or fulminant colitis. According 
to NICE guidelines, it is usually offered 
to patients who are on steroids for 72 
h without any improvement. Thus it is 
an appropriate next step in this case, 
but is not effective for long-term use. 
Ciclosporin is given as a continuous IV 
infusion of 2 mg/kg over 24 h, which 
can be adjusted according to 
concentration of the drug in the blood 
and its response. 



A Azathioprine 

Azathioprine is recommended in 
patients with corticosteroid-dependent 
ulcerative colitis, and is an effective 
agent for relapse prevention. NICE 
guidelines suggest that if 
aminosalicylate does not work well in 
preventing flare-ups, then azathioprine 
or mertcaptopurine can be used. 
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B Colectomy 

Colectomy is indicated in patients with 
fulminant colitis and who fail to 
respond to cyclosporin (due to either a 
failure to respond or relapse) within 4- 
7 days, and in those with toxic 
megacolon (diameter >6 cm or caecum 
>9 cm and systemic toxicity) who do 
not respond to therapy within 72 h. 
Surgery is also indicated if the patient 
experiences frequent flare-ups and 
whose quality of life is adversely 
affected by the condition. 



D Cyclophosphamide 

Cyclophosphamide has a role in cases 
of Crohn’s disease, but has no role in 
the management of ulcerative colitis 
flare-ups. Cyclophosphamide is also 
used in cases of rheumatoid arthritis 
with severe systemic manifestation. 


E Rectal Mesalazine 
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Question 5 of 146 


A 66-year-old woman is seen in clinic 
with a 3-month history of watery 
diarrhoea 5-10 times per day. She is 
otherwise in reasonable health but 
takes regular non-steroidal anti¬ 
inflammatory drugs for her 
osteoarthritis. She also takes 
omeprazole. She has the watery 
diarrhoea regardless of whether she 
eats or not. She has no associated 
abdominal pain or vomiting and she 
has no blood mixed in with the stool. 
She has lost 5 kg in weight. 

On examination, she looks well and is 
afebrile. Her abdomen is soft with no 
organomegaly. 

Investigations: 


Sodium 

141 mmol/l 

Potassium 

Creatinine 

3.4 mmol/l 

68 [jmol/l 

Albumin 

35 g/l 

White cell 
count (WCC) 

6.4 x 10 9 /l 
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C-reactive 
protein (CRP) 

10 |jg/l 

Erythrocyte 
sedimentation 
rate (ESR) 

16 mm/h 

Stool 

microscopy 

Leukocytes present, 
no organisms seen 

C difficile 

toxin 

— 

Colonoscopy 

Normal appearance 
macroscopically - 
increased cellular 

infiltrate in the 
lamina propria 



What is the most likely diagnosis? 

A Crohn’s colitis 

B Ulcerative colitis 

C Microscopic colitis 




o 





'©' © M3 4:13 


“,il I ®)± 


Question 5 of 146 


Stool 

microscopy 

Leukocytes present, 
no organisms seen 

C difficile 

toxin 

— 

Colonoscopy 

Normal appearance 
macroscopically - 
increased cellular 

infiltrate in the 
lamina propria 



What is the most likely diagnosis? 

A Crohn’s colitis 

B Ulcerative colitis 

C Microscopic colitis 

D Giardiasis 

E Amyloidosis 
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C I Microscopic colitis 


This condition is defined by the triad of 
watery diarrhoea, normal colonoscopy 
and increased inflammation of the 
lamina propria of the colon. This 
disease includes collagenous and 
lymphocytic colitis. It is an uncommon 
disease with an incidence of 
5/100,000 per year and affects older 
patients (mean age 55-68 years) and 
women. There is a link with non¬ 
steroidal anti-inflammatory drugs 
(NSAIDs), omeprazole, lansoprazole, 
ticlopidine and cimetidine. Treatment 
includes simply stopping the offending 
medication. Corticosteroids, 
azathioprine, cholestyramine and now 
bismuth have been used as treatment 
with some effect in patients who do 
not respond adequately to cessation of 
the causative agent. Recurrence 
however, does occur. 



A Crohn’s colitis 
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A 46-year-old man is admitted from 
the clinic with dysphagia and weight 
loss. Over the last few months, he has 
found that it has been progressively 
harder to swallow solids. He was able 
to swallow them but he had to 
regurgitate them about 30 minutes 
later. 

Over the last few weeks, he has been 
having increasing difficulty with fluids. 
He has previously been in good health 
and never smoked. He drinks half a 
bottle of wine at weekends and the 
only other history of note has been 
long-term dyspepsia for which he uses 
antacids. 

On examination, there is nothing to 
find except some mild tenderness on 
palpation in the epigastric area. 

Barium swallow - oesophagus appears 
dilated and the distal oesophagus is 
narrowed. Oesophageal manometry - 
incomplete relaxation of the lower 
oesophageal sphincter in response to 
swallowing with high resting pressure. 
Absent oesophageal peristalsis. 

VA/haf Se fha mncf lil/alw rliannncic? 
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On examination, there is nothing to 
find except some mild tenderness on 
palpation in the epigastric area. 

Barium swallow - oesophagus appears 
dilated and the distal oesophagus is 
narrowed. Oesophageal manometry - 
incomplete relaxation of the lower 
oesophageal sphincter in response to 
swallowing with high resting pressure. 
Absent oesophageal peristalsis. 

What is the most likely diagnosis? 

A Achalasia 

B Oesophageal cancer 

C Plummer-Vinson syndrome 

D Oesophageal candidiasis 

E Gastro-oesophageal reflux 

disease 





o 





Achalasia is a primary oesophageal 
motility disorder characterised by 
failure of a hypertensive lower 
oesophageal sphincter to relax and the 
absence of normal oesophageal 
peristalsis. Oesophageal manometry 
will demonstrate findings as for our 
patient. An OGD should be carried out 
to make sure there is no cancer. 

The goal of therapy for achalasia is to 
relieve symptoms by eliminating the 
outflow resistance caused by the 
hypertensive and non-relaxing 
sphincter. This can be accomplished by 
mechanical disruption of the muscle 
fibres of the lower oesophageal 
sphincter (e.g. pneumatic dilation, 
surgical myotomy or per-oral 
endoscopic myotomy) or by 
pharmacological reduction of 
oesophageal sphincter pressure (e.g. 
injection of botulinum toxin, oral 
nitrates or calcium channel blockers). 


B Oesophageal cancer 
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A 25-year-old male patient presents 
with non-bloody diarrhoea with mucus 
and 1-stone weight loss over six weeks. 
He has had no recent travel except to 
France for a holiday one year ago. All 
his family and friends are well but his 
uncle has diarrhoea for which he has to 
take tablets. 

On examination, he looks unwell, his 
BMI is 21, BP is 110/70 mmHg, pulse is 
75/min and regular. His abdomen is 
soft but there is mild tenderness. You 
suspect inflammatory bowel disease 
and perform a sigmoidoscopy and 
biopsy. 

Which one of the following clinical 
findings would most favour a 
diagnosis of ulcerative colitis over 
Crohn’s disease? 

A Crypt abscesses 

B Ileitis 



C Skip lesions 
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take tablets. 

On examination, he looks unwell, his 
BMI is 21, BP is 110/70 mmHg, pulse is 
75/min and regular. His abdomen is 
soft but there is mild tenderness. You 
suspect inflammatory bowel disease 
and perform a sigmoidoscopy and 
biopsy. 

Which one of the following clinical 
findings would most favour a 
diagnosis of ulcerative colitis over 
Crohn’s disease? 

A Crypt abscesses 

B Ileitis 

C Skip lesions 
D Non-caseating granulomas 
E Large joint arthritis 
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A I Crypt abscesses 


Ulcerative colitis is inflammation 
confined to the mucosa and lamina 
propria with crypt abscesses. The 
mucosal appearance is characterized 
by erosions, mucopus, and edema with 
a diffused involvement of large 
intestine 


B Ileitis 

One third of crohn’s disease cases 
involve the small intestine (especially 
the terminal ileum) causing ileitis. 


C Skip lesions 

Skip lesions are seen characteristically 
in crohn’s disease, which are areas of 
normal appearing mucosa adjacent to 
inflamed mucosa. 


D Non-caseating granulomas 
Non-caseating granuloma are present 
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An 18-year-old man is admitted to 
hospital with severe upper abdominal 
pain radiating to his back, associated 
with nausea and vomiting. He opens 
his bowels 3-4 times per day with 
loose stools and mucus. He was 
diagnosed with ulcerative colitis six 
months ago, and has had several flare- 
ups of his disease requiring steroids 
over the last three months. He is a non- 
smoker and non-drinker. His current 
medications are azathioprine 50 mg 
daily, prednisolone 10 mg daily and 
omeprazole. He consulted his general 
practitioner with similar symptoms a 
few weeks ago and was started on 
high-dose steroids for exacerbation of 
colitis. 

On examination, he looks unwell. His 
temperature is 37.6 °C. Blood pressure 
is 100/50 mmHg, with pulse 100/and 
min regular. Chest and cardiovascular 
examination are unremarkable. There is 
tenderness in the left hypochondrial 
region and epigastrium with normal 
bowel sounds. Rectal examination is 
very tender but empty. 
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Investigations: 


Hb 

11.4 g/dl 

WCC 

13.5 x 10 9 /l 

PLT 

494 x 10 9 /l 

Na + 

133 mmol/l 

K + 

3.3 mmol/l 

Creatinine 

110 |jmol/l 

Urea 

8.2 mmol/l 

Bilirubin 

43 |jmol/l 

ALT 

51 U/l CS¬ 
SS) 

ALP 

170 U/l 
(30-150) 

Albumin 

35 g/l 

Corrected Ca ++ 

2.08 

mmol/l 

CRP 

65 mg/I 
(0-10) 

Chest and abdominal 

1 * 1 

Normal 
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CRP 


65 mg/l 
( 0 - 10 ) 


Chest and abdomina 
radiography 


Normal 


What is the most likely diagnosis to 
explain his current admission? 


A Steroid-refractory ulcerative 

colitis 


B Acute pancreatitis 
C Cholecystitis 
D Infective gastroenteritis 

E Peptic ulcer disease 
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B I Acute pancreatitis 


The diagnosis lies mainly in the 
symptoms, which are consistent with 
pancreatitis and one would expect his 
amylase to be high. Pancreatitis due to 
medications is an unusual event, but 
has been reported to be associated 
with drugs used for inflammatory 
bowel disease including 
sulphasalazine, 5- aminosalicylic acid 
compounds, 6-mercaptopurine and 
azathioprine. The pathogenesis of 
drug-induced pancreatitis may be due 
to an idiosyncratic response in some 
cases (e.g. 6-mercaptopurine, 
azathioprine). 


Drug-induced pancreatitis has no 
distinguishing clinical features. A high 
index of suspicion and careful drug 
history are therefore essential for 
making the diagnosis. The time course 
of developing the disorder depends 
upon the drug involved, and can vary 
from weeks to months. The prognosis 
of drug-induced pancreatitis is 

nonnrol Iw o v 11 m f 
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The diagnosis lies mainly in the 
symptoms, which are consistent with 
pancreatitis and one would expect his 
amylase to be high. Pancreatitis due to 
medications is an unusual event, but 
has been reported to be associated 
with drugs used for inflammatory 
bowel disease including 
sulphasalazine, 5- aminosalicylic acid 
compounds, 6-mercaptopurine and 
azathioprine. The pathogenesis of 
drug-induced pancreatitis may be due 
to an idiosyncratic response in some 
cases (e.g. 6-mercaptopurine, 
azathioprine). 

Drug-induced pancreatitis has no 
distinguishing clinical features. A high 
index of suspicion and careful drug 
history are therefore essential for 
making the diagnosis. The time course 
of developing the disorder depends 
upon the drug involved, and can vary 
from weeks to months. The prognosis 
of drug-induced pancreatitis is 
generally excellent. 
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Question 9 of 146 


A 42-year-old pre-menopausal woman 
presented to her general practitioner 
(GP) with a 3-week history of 
epigastric pain, occasionally 
retrosternal and worse at night. She 
had tried over-the-counter antacid 
preparations but had achieved no 
relief. Her weight was steady and 
bowel habit normal. There was no 
history of gastric malignancy in the 

family. 

Examination was unremarkable except 
for obesity. Full blood count is normal. 

Which of the following describes the 
next best management step? 


A Prescribe a proton pump 

inhibitor (PPI) and review 
symptoms in one month 

B Arrange upper 

gastrointestinal (Gl) 
endoscopy 

C Start a PPI and perform a 

Carbon 13 urea breath test. If 
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A 

Prescribe a proton pump 
inhibitor (PPI) and review 
symptoms in one month 

B 

Arrange upper 
gastrointestinal (Gl) 
endoscopy 

C 

Start a PPI and perform a 

Carbon 13 urea breath test. If 
this is positive, prescribe 
pylori eradication therapy 

D 

Check repeat haemoglobin in 
three months. If low, then 
refer for upper 

gastrointestinal (Gl) 
endoscopy. 

E 

Arrange upper 
gastrointestinal (Gl) 
endoscopy if symptoms do 
not settle in two weeks on a 
proton pump inhibitor 
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A I Prescribe a proton pump 
I inhibitor (PPI) and review 
I symptoms in one month 


NICE guidelines state in this age group 
that dyspepsia, in the absence of alarm 
symptoms, should be treated with 
lifestyle advice and PPI if needed. In 
the event that symptoms of indigestion 
have not been relieved, H. pylori 
testing or upper Gl endoscopy can 
then be considered. 


B Arrange upper 

gastrointestinal (Gl) 
endoscopy 


A routine endoscopy would be 
considered where symptoms don’t 
improve after 1 month of empirical PPI 
treatment. 


C Start a PPI and perform a 

Carbon 13 urea breath test. If 
this is positive, prescribe 
pylori eradication therapy 
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A 53-year-old businessman presented 
with upper abdominal pain, jaundice, 
anorexia and general malaise. He 
recently travelled to South East Asia 
for work. Prior to his travel, he was 
vaccinated against typhoid, cholera, 
yellow fever and hepatitis A, but 
admits to not taking any malaria 
prophylaxis. He has been well up to 
five days after his return. He was in 
Thailand two days before flying back 


and was invited to a dinner function by 
a client. He was drinking heavily that 
evening and in order to prevent a 
hangover, he took two paracetamol 


tablets and went to bed. He looked at 
himself in the mirror the next morning 
and found that his sclera and skin had 


turned yellow. He smokes 30 


cigarettes a day and drinks 
approximately five whiskies per night, 


although admits that he may have 


drunk more whilst in Thailand. 


On examination, he looks unwell and is 
deeply jaundiced. He has a mild 
hepatic flap. He is mildly pyrexial. His 
blood pressure is 95/50 mmHg, with 
pulse 110/min and irregularly irregular. 
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pulse 110/min and irregularly irregular. 
He has normal heart sounds. On chest 
examination, there are left basal 
crackles. Abdominal examination 
reveals right upper quadrant 
tenderness and the flanks are dull to 
percussion. Neurological examination 
is normal. 


Investigations: 


Hb 

14.0 g/dl 

WCC 

14.0 x 10 9 /l 

PLT 

152 x 10 9 /l 

Na + 

133 mmol/I 

K + 

3.4 mmol/I 

Creatinine 

60 pmol/l 

MCV 

101 fl 

INR 1.6 

Urea 

2.0 mmol/l 

Bilirubin 

165 |jmol/l 

ALT 

56 U/l (5-35) 
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AST 

119 U/l (10- 
40) 

ALP 

235 U/l (30- 
ISO) 

GGT 

199 U/l 

Albumin 

32 g/l 

Ferritin 

801 pig/l 

Paracetamol level 

Not 

detectable 

Chest & abdominal 
X-ray 

Normal 

Electrocardiography 

Atrial 

fibrillation 


Which of the following best fits with 
the cause of his acute presentation? 



Acute on chronic alcoholic 
iver disease 


B Acute viral hepatitis 
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Paracetamol level 


Not 

detectable 


Chest & abdomina 
X-ray 


Normal 


Electrocardiography 


Atrial 

fibrillation 


Which of the following best fits with 
the cause of his acute presentation? 


A Acute on chronic alcoholic 

liver disease 


B Acute viral hepatitis 

C Haemochromatosis 


D Paracetamol toxicity 
E Dengue fever 
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Question 10 of 146 

A I Acute on chronic alcoholic 
I liver disease 


This gentleman has evidence of long¬ 
standing liver disease which is most 
likely to be secondary to alcohol 
consumption, supported by high mean 
cell volume, low urea and poor 
synthetic function (low albumin and 
prolonged international normalised 
ratio). 

In this case, his recent step-up in 
alcohol intake is likely to explain the 
cause of alcoholic hepatitis. It is less 
likely to be due viral hepatitis, as one 
would expect the alanine transferase 
(ALT) level to be much higher in acute 
viral hepatitis. Ferritin is a non-specific 
acute phase reactant and is normally 
elevated in alcoholic liver disease, 
rather than haemochromatosis. 


This man’s atrial fibrillation is probably 
secondary to alcoholic 
cardiomyopathy. In alcoholic hepatitis, 
patients are usually pyrexial and 50% 
have peripheral leucocytosis, 
irrespective of infection. Hepatic 
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secondary to alcoholic 
cardiomyopathy. In alcoholic hepatitis, 
patients are usually pyrexial and 50% 
have peripheral leucocytosis, 
irrespective of infection. Hepatic 
decompensation with coagulopathy, 
encephalopathy and ascites is not 
unusual. The aspartate 
aminotransferase (AST)/ALT ratio is 
usually greater than 2.0, and remains 
so well into the recovery period. 

Discriminant function (DF) may be 
used to identify patients at high risk of 
mortality and to select patients for 
corticosteroid therapy. DF = 4.6 x 
(prothrombin time-control) + bilirubin 
(in mg/dl). DF >32 indicates a 1-month 
mortality of 50%. 

The new Glasgow alcoholic hepatitis 
score based on age, serum bilirubin, 
blood urea, prothrombin time and 
peripheral blood white blood cell count 
has recently been shown to be a better 
scoring system in predicting mortality. 


B Acute viral hepatitis 




o 







B Acute viral hepatitis 


Although hepatitis E can’t be ruled out 
as a cause of his acute presentation, 
the admission of recent drinking, 
coupled with evidence of long¬ 
standing alcoholic liver disease, fits 
better with ethanol as the cause of his 
acute presentation. 

C Haemochromatosis 

Haemochromatosis presents with 
symptoms of chronic liver disease, 
type 2 diabetes and erectile 
dysfunction, rather than the acute 
hepatitis seen here. 

D Paracetamol toxicity 

Assuming the history of only taking 
two paracetamol tablets is correct, 
paracetamol toxicity is unlikely. In 
paracetamol toxicity there is more 
usually a marked elevation in 
transaminases. 
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A 72-year-old female is admitted with 
a 2-month history of diarrhoea. She 
has loose motions with no blood, four 
times per day. Her stool cultures are 
negative and her examination is 
normal. She has a background of 
rheumatoid arthritis for which she is in 
remission; hypertension, chronic renal 
impairment with a creatinine of 151 
[jmol/l and depression. 

Colonoscopy demonstrates mild 
diverticular disease. Biopsy shows 
evidence of colitis with lymphocytic 
infiltration. Her daughter finds a list of 
her medications that she is taking and 
shows them to you. 

Which one of the following 
medications is most likely to be 
causing her diarrhoea? 

A Ramipril 

B Amlodipine 

C Furosemide 
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remission; hypertension, chronic renal 
impairment with a creatinine of 151 
pmol/l and depression. 

Colonoscopy demonstrates mild 
diverticular disease. Biopsy shows 
evidence of colitis with lymphocytic 
infiltration. Her daughter finds a list of 
her medications that she is taking and 
shows them to you. 

Which one of the following 
medications is most likely to be 
causing her diarrhoea? 


A 

Ramipril 


B 

Amlodipine 


C 

Furosemide 


D 

Lansoprazole 


E 

Spironolactone 
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1 D 

1 Lansoprazole 


Many drugs contribute to causing 


diarrhoea and it is very important to 
get a good drug history when 
evaluating a patient with chronic 
diarrhoea. The list is endless and one 
must use the BNF to check whenever 
one is not sure. Drugs causing 
diarrhoea include broad-spectrum 
antibiotics, antihypertensives such as 
diuretics, digoxin, some cholesterol¬ 
lowering drugs, sodium valproate, 
thyroxine, levodopa, antacids, 
theophylline, colchicines, non- 
steroidals and oral hypoglycaemic 
drugs. Mechanisms leading to 
diarrhoea are diverse, including effects 
on transit time, alterations in bowel 
flora, and impact on colonic 
inflammation, such as the development 
of lymphocytic colitis seen with non- 
steroidals. With respect to 
lansoprazole it appears to result in the 
development of microscopic colitis. 


A Ramipri 
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A 78-year-old man is referred to the 
hospital by his dentist due to concern 
about his clinical condition. He had 
initially consulted his dentist with 
bleeding gums and the loss of several 
teeth. He had a fall several days ago 
which had resulted in a swollen, painful 
right knee and a laceration to the skin 
that was showing no signs of healing. 

He was a widower and had lived alone 
since the death of his wife 1 year ago. 
There is no family support nearby as 
his only son lives in Australia. 

He had a past medical history of 
hypertension and transient ischaemic 
attacks, for which he was taking aspirin 
and a beta-blocker. He smokes 10 
cigarettes per day and denies drinking 
alcohol. 

He is noted to be pale, slightly 
confused and undernourished on 
examination in the Emergency 
Assessment Unit. He has widespread 
skin ecchymoses and petechial 
haemorrhages. 

Cardiorespiratory examination is 

normal with n hlnnd nrpssurp nf 
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T22/82; pulse is 78 and regular. His 
abdomen is soft and non-tender with 
no masses, his BMI is 19. There are no 
focal neurological signs. It is also noted 
that he has swollen, spongy and friable 
gums, halitosis and hyperkeratosis of 
his hair follicles. His right knee is 
swollen, hot and tender. 

Investigations: 


Hb 

96 g/dl 

WCC 

6.0 x 10 9 /l 

PLT 

240x 10 9 /l 

Na + 

135 mmol/l 

K + 

3.5 mmol/l 

Creatinine 

98 pmol/l 

MCV 

98 fl 

Urea 

5.2 mmol/l 

Ca 2+ 

2.42 mmol/l 

Bilirubin 

14 |jmol/l 

ALP 

80 u/l 


— m * fa 


<i o □ 








O 1310:11 


“,i 


Question 12 of 146 


ALP 

80 

u/l 

AST 

32 

U/l 

GGT 

40 

U/l 

Albumin 

34 

g/i 

PT 

12 s 

INR 

1.1 


What is the most likely diagnosis? 

A Acquired haemophilia 

B Vitamin C deficiency 

C Coeliac disease 

D Vitamin K deficiency 

E Acute myeloid leukaemia 
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B I Vitamin C deficiency 


This patient has the classic features of 
scurvy. Vitamin C (ascorbic acid) is a 
powerful reducing agent in the body 
that is involved in the hydroxylation of 
proline to hydroxyproline, which is 
necessary for the formation of 
collagen. It is present in most fresh 
fruit and vegetables but can be 
reduced or eliminated by certain 
cooking methods, particularly boiling. 

In scurvy, defective collagen formation 
leads to impaired wound healing, 
capillary haemorrhage and abnormal 
platelet function. There is occasionally 
bleeding into joints or muscles. Vitamin 
C deficiency is usually seen in elderly 
people living on a ‘tea and toast’ diet, 
alcoholics and food faddists. It is also 
more common in smokers because 
ascorbate is consumed in removing 
free radicals from smoke. The 
diagnosis can be made by 
measurement of plasma ascorbate or 
leucocyte ascorbate content. 

Treatment is with 250 mg ascorbic 

* I I I * 1 I i 
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free radicals from smoke. The 
diagnosis can be made by 
measurement of plasma ascorbate or 
leucocyte ascorbate content. 
Treatment is with 250 mg ascorbic 
acid per day to replenish stores, and 
dietary education. Sometimes iron and 
folate supplements are indicated in 
addition if the patient is anaemic. 



A Acquired haemophilia 

Acquired haemophilia is seen against a 
background of autoimmune disease, 
and although it is associated with 
bleeding it isn’t associated with the 
other features seen here such as 
hyperkeratosis of hair follicles. 


C Coeliac disease 

Coeliac disease is associated with 
anaemia, although not usually with the 
degree of bruising and skin changes 
seen here. 
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Question 12 of 146 


Coeliac disease is associated with 
anaemia, although not usually with the 
degree of bruising and skin changes 
seen here. 


D Vitamin K deficiency 

Vitamin K deficiency is associated with 
easy bruising, but not with the skin 
changes related to defective collagen 
formation which are seen here. 


E Acute myeloid leukaemia 

Although there are some features here 
that might be seen in AML, others are 
missing, including thrombocytopaenia, 
neutrophil depletion, blast cells in the 
peripheral blood film and 
splenomegaly. 


Rate this question: 
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A 62-year-old man with a long history 
of diabetes and previous 
cerebrovascular accident is admitted 
with early satiety, postprandial 
vomiting and abdominal distension. 
There is no history of haematemesis or 
abdominal pain. He opens his bowels 
regularly. He is on insulin therapy, 
digoxin and aspirin. 

On examination, he is overweight and 
he is in atrial fibrillation. His abdomen 
is distended and tympanic, but is 
otherwise soft and non-tender with 
active bowel sounds. Rectal 
examination reveals soft brown stool. 
Neurology examination reveals a 
residual right-sided paralysis. 


Investigations: 


Hb 

13.4 g/dl 

WCC 

12.7 x 10 9 /l 

PLT 

319 x 10 9 /l 

Na + 

133 mmol/l 

K + 

3.1 mmol/l 
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6.1 mmoi/i 

Creatinine 

117 [jmol/l 

MCV 

81 fl 

INR 

1.2 

Urea 

10.4 mmol/l 

Albumin 

36 g/l 

Ca 2+ 

2.06 mmol/l 

Glucose 

11.2 mmol/l 

CXR 

Normal 

AXR 

Dilated stomach 


Upper Gl endoscopy is normal. 

Which of the following is the most 
appropriate initial therapy? 

A Recommend less frequent 

meals 

B Trial of high-fibre diet 

C. Trial of nifedinine 

<i o □ 
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Glucose 

11.2 mmol/l 

CXR 

Normal 

AXR 

Dilated stomach 


Upper Gl endoscopy is normal. 

Which of the following is the most 
appropriate initial therapy? 

A Recommend less frequent 

meals 

B Trial of high-fibre diet 

C Trial of nifedipine 

D Trial of a gastric pacemaker 

E Trial of domperidone 
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E I Trial of domperidone 


Gastric motility is frequently affected 
in diabetes mellitus, with a reported 
prevalence of gastroparesis of 10%, 
although in reality this is probably 
significantly higher. Patients should 
initially be investigated with an 
endoscopy to exclude anatomical 
lesions such as pyloric stenosis. Gastric 
emptying scans using solid-phase 
meals are usually necessary. Treatment 
is often difficult and improving 
diabetic control can be beneficial, but 
a prokinetic drug has the added 
effects of increasing locally released 
acetylcholine at the myenteric plexus. 
Domperidone is now the initial 
intervention of choice, with 
metoclopramide having fallen out of 
favour because of long-term 
neurological sequelae associated with 
its use. 


A Recommend less frequent 

meals 
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Question 14 of 146 


A 21-year-old female healthcare 
assistant is under investigation for 
chronic diarrhoea which has been 
going on for one year. She describes it 
as profuse and watery, but with no 
associated blood or mucus. She has 
also lost approximately 1 stone in 
weight over this period. The diarrhoea 
has not responded to multiple anti- 
diarrhoeal agents. 

She has had numerous investigations 
at multiple hospitals in the past, 
including negative stool cultures, a 
normal abdominal ultrasound scan and 
small bowel barium follow-through. 

A recent sigmoidoscopy was normal 
except for some abnormally 
pigmented mucosa around the rectum. 

On clinical examination, she was 
underweight, but there were no other 
specific findings. 


Investigations: 


Hb 

14.0 g/dl 


WCC 

7.0 x 10 9 /l 


PI T 

unn - ir>9/i 
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wcc 

7.0 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na + 

136 mmol/l 

K + 

2.9 mmol/l 

Creatinine 

90 |jmol/l 

MCV 

82 fl 

Urea 

4.2 mmol/l 

CRP 

< 4 mg/I 

Bilirubin 

14 |jmol/l 

ALP 

70 IU/1 

AST 

32 IU/1 

GGT 

44 IU/1 


What is the most likely diagnosis? 

A Laxative abuse 

B Irritable bowel syndrome 

o □ 
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CRP 

< 4 mg/I 

Bilirubin 

14 pmol/l 

ALP 

70 IU/1 

AST 

32 IU/1 

GGT 

44 IU/1 


What is the most likely diagnosis? 

A Laxative abuse 


B Irritable bowel syndrome 

C Bile salt malabsorption 

D Thyrotoxicosis 
E Carcinoid syndrome 
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A I Laxative abuse 


Surreptitious laxative abuse is usually 
seen in young women who have an 
underlying eating disorder or 
psychiatric illness. It presents with 
large volumes (>1 l/day) of watery 
diarrhoea. This may lead to weight 
loss, dehydration and hypokalaemia as 
is seen here. These patients commonly 
deny laxative use, which they then 
continue to take during sometimes 
extensive investigations. The diagnosis 
is often difficult to make and may 
require hospital admission. Chemical 
analysis of the stools can sometimes 
identify which laxatives are being used. 
If the patient is abusing an 
anthraquinone purgative (e.g. senna), 
then pigmented mucosa (‘melanosis 
coli’) may be seen at sigmoidoscopy. In 
prolonged cases of laxative abuse the 
barium enema may show a dilated 
colon with loss of the normal haustral 
pattern. Management is difficult and 
usually requires psychiatric input. 
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Irritable bowel syndrome is only 
considered once organic pathology is 
ruled out. The hypokalaemia seen here 
counts against IBS as the likely 
diagnosis. 


C Bile salt malabsorption 

Bile salt malabsorption results from 
bowel resection, and is seen in 
conjunction with use of certain drugs 
such as metformin that interfere with 
normal reabsorption of bile salts. 
Neither bowel resection nor use/abuse 
of metformin seems likely given the 
scenario here. 

D Thyrotoxicosis 

Diarrhoea associated with 
thyrotoxicosis would not usually be 
associated with the marked 
hypokalaemia seen here, or with 
melanosis coli seen on imaging. 
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Question 15 of 146 


A 38-year-old man with a 10-year 
history of coeliac disease presents for 
review. He is worried because despite 
claiming that he conforms to a 
recommended diet he has suffered 
weight loss of 5 kg over the past 6 
months. This weight loss is 
accompanied by night sweats, 
although diarrhoea has not increased 
markedly. 


On examination, he looks thin and his 
BMI is only 17. 

Investigations: 


Hb 

10.0 g/dl 

WCC 

4.0 x 10 9 /l 

PLT 

205 x 10 9 /l 

Na + 

140 mmol/l 

K + 

5.0 mmol/l 

Creatinine 

125 pmol/l 

PT 

23 s 

Vise 

2.3 mPa/s 

Ca 2+ 

2.05 mmol/l 
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Creatinine 125 |_iimol/l 
PT 23 s 

Vise 2.3 mPa/s 

Ca 2+ 2.05 mmol/l 

Which of the following is the most 
likely diagnosis? 


A Lactose intolerance 


B Coeliac diet non-compliance 

C Hodgkin's lymphoma 

D Enteropathy associated T-cell 

lymphoma 


E Primary sclerosing cholangitis 
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Question 15 of 146 


claiming tnat ne conforms to a 
recommended diet he has suffered 
weight loss of 5 kg over the past 6 
months. This weight loss is 
accompanied by night sweats, 
although diarrhoea has not increased 
markedly. 

On examination, he looks thin and his 
BMI is only 17. 

Investigations: 


Hb 

10.0 g/dl 

WCC 

4.0 x 10 9 /l 

PLT 

205 x 10 9 /l 

Na + 

140 mmol/l 

K + 

5.0 mmol/l 

Creatinine 

125 |jmol/l 

PT 

23 s 

Vise 

2.3 mPa/s 

Ca 2+ 

2.05 mmol/l 


Which of the following is the most 

likelv diaanosis? 
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The raised viscosity, weight loss and 
night sweats raise the possibility of an 
underlying malignancy here. 

Symptoms of upper Gl obstruction 
would be expected if he had 
oesophageal carcinoma, making this 
option less likely. Whilst Both T- and B- 
cell lymphomas occur with increased 
frequency in association with coeliac 
disease, the strongest association is 
with enteropathy-associated T-cell 
lymphoma. Poor compliance to coeliac 
diet may increase the propensity for 
malignancy. 


A Lactose intolerance 

New-onset lactose intolerance would 
be associated with an increase in 
diarrhoea, and not with the night 
sweats seen here. 


B Coeliac diet non-compliance 
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Coeliac diet non-compliance 


Like lactose intolerance, coeliac non- 
compliance would be expected to lead 
to a worsening in diarrhoea, not 
consistent with the relatively stable 
diarrhoea and onset of night sweats 
seen here. 


C Hodgkin’s lymphoma 

Hodgkin’s lymphoma is usually 
associated with peripheral 
lymphadenopathy, night sweats and 
weight loss, and isn’t associated with 
coeliac disease. 


E Primary sclerosing cholangitis 

Primary sclerosing cholangitis is 
associated with progressive hepatic 
impairment with obstructive liver 
function tests, and is associated with 
inflammatory bowel disease rather 
than coeliac disease. 



Rate this question: 
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Question 16 of 146 


A 35-year-old patient with a diagnosis 
of ulcerative colitis (UC) has suffered a 
number of episodes of pan-colitis over 
the last 11 years. He is currently 
managed with infliximab and has 
stable disease. 

He has read on the Internet that 
people with UC have an increased risk 
of cancer and liver disease and wishes 
to discuss this. He has not had any 
weight loss or additional bloody 
diarrhoea. 

The general practitioner (GP) 
measures his carcino-embryonic 
antigen level (CEA) and alpha 
fetoprotein, and a surveillance 
colonoscopy is arranged. 

Which of the following is the correct 
advice to give him? 

A CEA is a useful screening test 

for bowel cancer 



B Faecal calprotectin elevation 

indicates a possible neoplasm 
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Question 16 of 146 


measures his carcino-embryonic 
antigen level (CEA) and alpha 
fetoprotein, and a surveillance 
colonoscopy is arranged. 

Which of the following is the correct 
advice to give him? 


A CEA is a useful screening test 

for bowel cancer 

B Faecal calprotectin elevation 

indicates a possible neoplasm 

C Cancers tend to present 

earlier in patients with UC and 
are therefore easier to treat 

D Alpha-fetoprotein is a good 

marker for primary sclerosing 
cholangitis (PSC) in this case 


E He is at risk of PSC despite 

good control of his UC at the 
current time 
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Although this patient’s UC is currently 
well controlled, it won’t significantly 
impact on future risk of PSC, which is 
strongly associated with inflammatory 
bowel disease. 


A CEA is a useful screening test 

for bowel cancer 

CEA is not reliable as a test for 
diagnosing early colon cancer, but is 
considered as a test for cancer 
recurrence in those who have 
undergone a surgical resection. 


B Faecal calprotectin elevation 

indicates a possible neoplasm 

Faecal calprotectin is a measure of 
active inflammatory bowel disease. 


C Cancers tend to present 

< o □ 
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B Faecal calprotectin elevation 

indicates a possible neoplasm 

Faecal calprotectin is a measure of 
active inflammatory bowel disease. 



C Cancers tend to present 

earlier in patients with UC and 
are therefore easier to treat 

Due to the fact that symptoms may be 
confused with active inflammatory 
bowel disease, diagnosis is often made 
late. 


D Alpha-fetoprotein is a good 

marker for primary sclerosing 
cholangitis (PSC) in this case 

Alpha-fetoprotein is a marker for 
hepatocellular carcinoma, not for PSC. 


Rate this question: 



Next Question 
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Question 17 of 146 


A 35-year-old woman comes to the 
Emergency Department complaining 
of severe epigastric pain, nausea and 
vomiting. You understand that she was 
recently started on medication for 
epilepsy. 

On examination, her blood pressure is 
100/65 mmHg, her pulse 105 bpm 
regular. She is mildly pyrexial at 37.8 
°C. Her epigastrium is very tender and 
she complains of severe pain on 
relatively minimal palpation. 

Investigations: 

Hb 12.1 g/dl 


wcc 

13.1 x 10 9 /l 

PLT 

130 x 10 9 /l 

Na + 

138 mmol/l 

K + 

4.5 mmol/l 

Creatinine 

142 pmol/l 

Ca 2+ 

2.14 mmol/l 


Amylase 1020 U/l 
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Creatinine 

142 pmol/l 

Ca 2+ 

2.14 mmol/l 

Amylase 

1020 U/l 


Which of the following medications is 
most likely to be responsible? 

A Gabapentin 


B Phenytoin 
C Vigabatrin 
D Valproate 
E Lamotrigine 


Submit 
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There is a good level of evidence to 
suggest valproate administration is 
associated with acute pancreatitis. 
Other medications associated with 
acute pancreatitis include, but are not 
limited to: azathioprine, 6- 
mercaptopurine, didanosine, codeine, 
isoniazid, 5-ASAs, metronidazole, 
pravastatin, procainamide, simvastatin, 
sulfamethoxazole, tetracycline, 
amiodarone, dexamethasone and 
lamivudine. 


B I Phenytoin 


Phenytoin has not been reported to 
cause acute pancreatitis. 


A Gabapentin 

The woman has acute pancreatitis. 
Gabapentin has not been reported to 
induce acute pancreatitis. 
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Gabapentin has not been reported to 
induce acute pancreatitis. 


C Vigabatrin 

There is one case report of pancreatitis 
associated with vigabatrin and 
lamotrogine administration that has 
not been reproduced. 


E Lamotrigine 

There is minimal evidence to suggest 
lamotrigine administration is 
associated with acute pancreatitis. 

Reference 

Hung WY. Contemporary review of 
drug-induced pancreatitis: A different 
perspective. WJGP, 2014, 5, 405-415. 


Rate this question: 



Next Question 
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A 78-year-old ex-medical secretary 
presents with a 6-month history of 
intermittent rectal bleeding, loose stool 
and weight loss. Her past medical 
history includes multi-nodular goitre 
and cervical carcinoma diagnosed 1 
year ago. She received treatment at a 
different hospital. She takes 
carbimazole. 


On examination, she looks thin and 
pale. Abdominal examination is 
unremarkable. 


Investigations: 

Haemoglobin (Hb) 

8.9 g/dl 

White blood count 
(WBC) 

11.2 x 10 9 /l 

Platelets (PLT) 

170 x 

10 9 /l 

Mean cell volume (MCV) 

74 fl 


Barium enema shows luminal 
narrowing of the distal sigmoid colon 
with some irregularity of the bowel 
wall, with no focal lesions. 




o 








Barium enema shows luminal 
narrowing of the distal sigmoid colon 
with some irregularity of the bowel 
wall, with no focal lesions. 

Colonoscopy is performed, the 
appearance of which is shown below: 


| 

I 


What is the most likely diagnosis? 

A Diverticulitis 

B Radiation enteritis 

C Ulcerative colitis 
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appearance of which is shown below: 



What is the most likely diagnosis? 


A Diverticulitis 


B Radiation enteritis 


C Ulcerative colitis 


D Microscopic colitis 

E Pseudomembranous colitis 
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Radiation enteritis 


Radiation injury to the rectum and 
sigmoid colon is commonly seen 
following treatment of cancers of the 
cervix, uterus, prostate and bladder. It 
often occurs 9-14 months following 
radiation exposure and results in a 
chronically ischaemic intestina 
segment that may lead to stricture. 
Symptoms include diarrhoea, 
obstructed defaecation, bleeding, 
rectal pain or urgency. Diagnosis can 
be confirmed with colonoscopy, and 
mucosal features consistent with 
radiation injury include pallor, friability 
and telangiectasias. Biopsy is not 
diagnostic but is helpful to exclude 
other causes. There have been no large 
controlled trials to evaluate the 
treatment of radiation proctitis, but a 
systemic review of available trials 
shows promising results for rectal 
sucralfate and metronidazole 
combined with topical anti¬ 
inflammatory treatment and heater 
probe. 
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A Diverticulitis 

A diverticulum is an outpouching of 
the gut which usually occurs at the site 
of entry of perforating arteries. 
Diverticulitis is inflammation of a 
diverticulum. The presence of a 
diverticulum, termed diverticulosis, 
may cause altered bowel habits and 
left lower abdominal pain relieved by 
defaecation. In diverticulitis there 
would be added features of fever and 
peritonism, which can progress to 
haemorrhage or perforation. The 
history of chronic weight loss, chronic 
bleeding and narrowing sigmoid colon 
makes this an unlikely diagnosis. 


C Ulcerative colitis 

Ulcerative colitis (UC) is a type of 
inflammatory bowel disease. In UC, gut 
involvement starts from the rectum 
and may spread to involve the entire 
colon. It causes episodic or chronic 
diarrhoea, which can include blood and 
mucus. There is commonly crampy 

<i o □ 







H + 

ii.l 





© 13 11:03 


< 

Question 18 of 146 

= 

drrcrrrrdy bpiedu tu ir ivuive u it; enure 


colon. It causes episodic or chronic 
diarrhoea, which can include blood and 
mucus. There is commonly crampy 
abdominal pain with bowel frequency 
and urgency relating to severity. 
Patients also develop fever, malaise, 
anorexia and weight loss. The history 
would generally fit, but the age of the 
patient is much higher than would be 
expected for UC, which normally 
presents between 15 and 30 years old. 
Also, the absence of abdominal signs 
makes it less likely. 


D Microscopic colitis 

Microscopic colitis is a chronic 
inflammatory disease of the colon 
characterised by chronic and watery 
diarrhoea, typically in a middle-aged 
female patient. It is not bloody, but can 
be associated with abdominal pain. 

The presence of anaemia and the late 
age of presentation, as well as the 
findings of sigmoid narrowing, makes 
this a less likely diagnosis. 
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A 59-year-old man presents to his 
general practitioner (GP) complaining 
of difficulty in swallowing. This 
problem had initially been for solids 
and the patient had thought it was 
related to his episodes of heartburn, 
but he has recently started having 
problems swallowing liquids as well. 

Consequent to this problem, he has 
lost about 8 kg of weight in the last 2 
months. His other symptoms include 
pain in the retrosternal area and bouts 
of coughing at night. 

He is otherwise fit and well and apart 
from self-medicating in the form of 
aluminum hydroxide and magnesium 
trisilicate for heartburn, he is on no 
other medications. He is a smoker of a 
pack of cigarettes per day and has 
been so for about 20 years. 

Which of the following is the most 
appropriate next step for this patient? 


A Barium swallow 


B Helicobacter pylori 

I * I * i I 
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months.His other symptoms include 
pain in the retrosternal area and bouts 
of coughing at night. 

He is otherwise fit and well and apart 
from self-medicating in the form of 
aluminum hydroxide and magnesium 
trisilicate for heartburn, he is on no 
other medications. He is a smoker of a 
pack of cigarettes per day and has 
been so for about 20 years. 

Which of the following is the most 
appropriate next step for this patient? 

A Barium swallow 

B Helicobacter pylori 

eradication therapy 


C Trial of omeprazole 

D Trial of ranitidine 


E Urgent upper Gl endoscopy 
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E I Urgent upper Gl endoscopy 


This patient is above the age of 55, 
with unexplained symptoms of 
indigestion, swallowing problems and 
significant weight loss. He has 
significant risk for upper Gl cancer (he 
is a heavy smoker), and urgent upper 
Gl endoscopy in keeping with NICE 
guidance is clearly the most 
appropriate next step. 


A I Barium swallow 


Upper Gl endoscopy is preferred as 
small lesions may be missed by barium 
swallow, and endoscopy allows the 
potential to biopsy any lesions at the 
same time as the investigation. 


B Helicobacter pylori 

eradication therapy 

Giving that a course of H. pylori 
eradication therapy risks significant 
delay in diagnosing a likely malignancy, 
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eradication therapy 


Giving that a course of H. pylori 
eradication therapy risks significant 
delay in diagnosing a likely malignancy, 
in this situation only progression to 
endoscopy is advised. 


C Trial of omeprazole 

Although omeprazole may have an 
effect on some symptoms of reflux, 
again it will lengthen the time to 
diagnose any underlying neoplasm. 


D Trial of ranitidine 

Ranitidine is less effective than proton 
pump inhibition with respect to acid 
suppression, and risks delay in 
diagnosing underlying malignancy. 


Rate this question: 



Next Question 
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A 42-year-old man who has a 20-year 
history of ulcerative colitis (UC) 
presents to the gastroenterology clinic 
for review. His UC is relatively 
quiescent, although most recently he 
has begun to suffer from tiredness, 
itching and vague right upper 
quadrant pain. 


On examination, you can feel two 
fingers’-breadth hepatomegaly. His 
only medication is salazopyrine. 


Investigations: 


Hb 

12.1 g/dl 

WCC 

6.0 x 10 9 /l 

PLT 

320 x 10 9 /l 

ALP 

420 U/l 

ALT 

74 U/l 


Which of the following is the most 
effective therapy for his underlying 
condition? 


A Cholestyramine 
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Hb 

12.1 g/dl 

WCC 

6.0 x 10 9 /l 

PLT 

320 x 10 9 /l 

ALP 

420 U/l 

ALT 

74 U/l 

Which of the following is the most 
effective therapy for his underlying 
condition? 

A 

Cholestyramine 

B 

Penicillamine 

C 

Liver transplantation 

D 

Prednisolone 

E 

Azathioprine 
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C I Liver transplantation 


Liver transplantation is the definitive 
treatment for patients with 
decompensated cirrhosis with a 
background of PSC. Increased levels of 
alkaline phosphatase and a positive 
history of ulcerative colitis make PSC a 
likely diagnosis. Complications of this 
condition include advanced-stage liver 
disease with hepatic decompensation. 
Around 70% of patients diagnosed 
with PSC are men, with an average age 
of around 40 years. Up to 90% of 
patients diagnosed with PSC have co¬ 
existent inflammatory bowel disease, 
normally ulcerative colitis. 
Cholangiocarcinoma is also an 
established complication of PSC. 
Indications for liver transplantation in 
patients with PSC do not differ from 
those with other forms of chronic liver 
disease, which primarily relate to 
complications of portal hypertension, 
chronic liver failure and impaired 
quality of life. Moreover, patients with 
PSC have specific indications for liver 
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quality of life. Moreover, patients with 
PSC have specific indications for liver 
transplant, which include recurrent 
bacterial cholangitis, intractable 
pruritis and cholangiocarcinoma. 


A Cholestyramine 

Cholestyramine, a bile acid 
sequestrant, is used to treat 
hyperlipidaemia and for the pruritus of 
biliary obstruction and chronic liver 
disease. 


B Penicillamine 

As described in a systemic review by 
Klingenberg et a I., there is insufficient 
evidence to refute or support the use 
of penicillamine for patients with 
primary sclerosing cholangitis (PSC). 

Reference: Klingenberg, S.L. and Chen, 
W. (2006). D-penicillamine for primary 
sclerosing cholangitis. Cochrane 
Database Syst Rev. Jan 
25(1):CD004182. 
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Corticosteroids, e.g. prednisolone, have 
not demonstrated any improvement in 
disease activity or outcome of PSC 
patients, as evident in a systemic 
review by Giljaca et al. 


Reference: Giljaca, V., Poropat, G., 
Stimac, D. et al. (2010). 
Glucocorticosteroids for primary 
sclerosing cholangitis. Cochrane 
Database Syst Rev. Jan 
20(1):CD004036 


E Azathioprine 

Many immunosuppressive agents are 
used in the management of patients 
with PSC, However, there no 
substantial evidence for its role in 
prognosis of patients with PSC is 
noted. A review study by Goode et al. 
mentioned controversial evidence 
underlying the usage of 
immunosuppressive therapy and other 
prospective agents that may bring new 
hope regarding the treatment of PSC 
in the 21st century. 

Reference: Goode, E.C. and Rushbrook, 

o □ 







3G ^ IV 

|D) ✓ ®D11 :27 

< 

Question 21 of 146 

— 


A 47-year-old woman attends 
Outpatients asking for advice. She has 
a family history of colorectal 
carcinoma. Her family tree is shown 
below (Patient arrowed). 



What is the most likely explanation for 
the family's history? 


A Familial adenomatous 

polyposis 

B Hereditary non-polyposis 

colorectal cancer 



Sporadic colorectal 
carcinoma 
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What is the most likely explanation for 
the family's history? 


A Familial adenomatous 

polyposis 

B Hereditary non-polyposis 

colorectal cancer 

C Sporadic colorectal 

carcinoma 

D Peutz-Jeghers syndrome 

E Attenuated familial 

adenomatous polyposis 
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HNPCC is an autosomal dominant 
disorder, caused either through a 
germline mutation in one of several 
DNA mismatch repair genes or 
through loss of expression of a 
particular mismatch repair gene 
because of a deletion in another gene, 
called EPCAM. In addition to colorectal 
cancer, people with HNPCC are at 
increased risk of other upper and 
lower Gl tract malignancies, as well as 
endometrial, ovarian, and other 
cancers. A number of different criteria 
are used to seek to identify individuals 
with HNPCC, with one widely used set 
of criteria being the Amsterdam II 
criteria (the so-called '3-2-1' rule): 


• Three or more family members 
affected by cancers that occur as 
part of the syndrome (as 
described above), with one a 
first-degree relative of the other 
two 
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• At least two generations 
affected by these cancers 

• One or more cancers diagnosed 
before the age of 50 years of 
age. 


The use of these and similar criteria is 
not in confirming a familial cancer 
syndrome per se, but in identifying 
people who should go on to have 
genetic testing. HNPCC is a term that 
refers to people who fulfil the 
Amsterdam criteria, whilst Lynch 
syndrome is the diagnosis given to 
those who have the clinical features of 
HNPCC and confirmed genetic 
mutations of the condition. People 
with HNPCC tend to have fewer polyps 
than those with either FPA or Peutz- 
Jeghers syndrome; however, that is 
not to say that they do not get any 
polyps. 

People with HNPCC are typically 
screened with colonoscopy from the 
age of 20-25 years, or five years earlier 
than the youngest age of diagnosis of 
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colorectal cancer in the family 
(whichever comes first). There is also a 
role for gastroscopic surveillance for 
upper Gl cancer, as well as close 
surveillance for endometrial and 
ovarian cancers in women, with regular 
pelvic examination and ultrasound 
being used in the first instance. 


A I Familial adenomatous 
I polyposis 


Since FAP is a completely penetrant 
disorder, the family history presented 
here cannot be explained by a 
diagnosis of FAP. 


C Sporadic colorectal 

carcinoma 

There is clearly a familial cancer 
syndrome, making sporadic colorectal 
carcinoma highly unlikely as the most 
likely diagnosis. 


D Peutz-Jeghers syndrome 
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s clearly a familial cancer 



syndrome, making sporadic colorectal 
carcinoma highly unlikely as the most 
likely diagnosis. 


D Peutz-Jeghers syndrome 

There is no mention of small bowel 
hamartomas, intussusception or 
perioral pigmented lesions as would be 
expected were Peutz-Jeghers 
syndrome the explanation here. 


E Attenuated familial 

adenomatous polyposis 

Attenuated FAP is associated with 
different mutations in the APC gene, 
and presents with a less severe 
phenotype with fewer polyps than 
classic FAP. Since FAP is a completely 
penetrant disorder, the family history 
presented here cannot be explained by 
a diagnosis of FAP. Furthermore, FAP 
is not associated with gynaecological 
malignancy. 
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An 82-year-old woman with poorly- 
controlled chronic obstructive 
pulmonary disease (COPD) is admitted 
with an exacerbation. She is managed 
with high-dose intravenous (iv) co- 
amoxiclav and makes an initially good 
recovery. 


Unfortunately, on her last day of 
antibiotic therapy, she develops 
abdominal tenderness and profuse, 
intractable diarrhoea. Rigid 
sigmoidoscopy on the ward reveals 
yellowish plaques. 

What diagnosis fits best with this 
clinical picture? 


A Crohn’s disease 


B Ulcerative colitis 


C Pseudomembranous colitis 


D Campylobacter infection 
E Cryptosporidium infection 
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recovery. 

Unfortunately, on her last day of 
antibiotic therapy, she develops 
abdominal tenderness and profuse, 
intractable diarrhoea. Rigid 
sigmoidoscopy on the ward reveals 
yellowish plaques. 

What diagnosis fits best with this 
clinical picture? 









A Crohn’s disease 


B Ulcerative colitis 




D Campylobacter infection 
E Cryptosporidium infection 
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This is an elderly patient who has been 
treated with intravenous (IV) co- 
amoxiclav, associated with C. difficile 
infection, the cause of 
pseudomembranous colitis. The 
antibiotic associated with the highest 
rate of pseudomembranous colitis is 
clindamycin, used for bone infections 
where rates are as high as 10%. 
Mortality related to 

pseudomembranous colitis is high, and 
in elderly patients it may be as high as 
10%. Vancomycin has virtually no 
systemic absorption when 
administered via the oral route and is 
an ideal choice for the treatment of C. 
difficile', either this or metronidazole 
may be used. Both drugs should be 
used for a period of 10-14 days. 
Cholestyramine may be useful in 
reducing severe diarrhoea. 


A 


You have switched to your mobile data 
connection. 

uronn s disease 


Crohn’s may affect the colon, although 
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it leads to areas of ulceration rather 
than the formation of a 
pseudomembrane seen here. 


B Ulcerative colitis 

Ulcerative colitis is highly unlikely to 
present for the first time at age 82, and 
the proximity to antibiotics makes 
pseudomembranous colitis much more 
likely. 


D Campylobacter infection 

Although Campylobacter infection can 
present with diarrhoea, the fact that 
diarrhoea began a few days after 
hospital admission makes antibiotic- 
related diarrhoea much more likely. 


E Cryptosporidium infection 

This is a cause of diarrhoea associated 
with contaminated water, usually in 
patients who are 

immunocompromised, and it is not 
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A 20-year-old man presents with a 3- 
week history of bloody diarrhoea and 
abdominal pain. 

On examination, he is unwell with a 
temperature of 38.6 °C, heart rate of 
130 beats/min, pallor and diffuse 
abdominal tenderness. His abdomen is 
distended, but bowel sounds are 
present on auscultation. 


His abdominal X-ray is shown below: 



mage courtesy of Nicholas Oldnall, X 









Image courtesy of Nicholas Oldnall, X 
Ray 2000. 

What would your immediate 
management be? 

A Urgent colectomy 
B Hydrocortisone and fluids 

C Observation and IV fluids 

D IV antibiotics 

E Start azathioprine 
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B I Hydrocortisone and fluids 


This is toxic megacolon, a severe colitis 
(almost always pan-colitis) defined 
radiologically as dilatation of the colon 
>5.5 cm. It commonly occurs in the 
context of ulcerative colitis, but can 
also occur in Crohn’s, 
pseudomembranous colitis, ischaemic 
colitis and other colitides. The 
treatment of toxic megacolon in 
ulcerative colitis should initially start 
with high-dose steroids and IV fluids, 
but if no improvement then early 
surgery (usually colectomy) is 
indicated. 


A Urgent colectomy 

Although it is appropriate to refer this 
patient for a surgical review, it would 
not be the initial step to go straight for 
a colectomy without a trial of medical 
management. 



Observation and IV fluids 
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A 

Urgent colectomy 


Although it is appropriate to refer this 
patient for a surgical review, it would 
not be the initial step to go straight for 
a colectomy without a trial of medical 
management. 


C Observation and IV fluids 

The patient is unlikely to settle with 
conservative measures alone. 


D IV antibiotics 

This will not treat the underlying 
aetiology of ulcerative colitis; these are 
more necessary in infective colitis. 


E Start azathioprine 

Azathioprine is not used to induce 
remission in inflammatory bowel 
disease; it is used for maintenance 
therapy only. 
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A 79-year-old man was referred by his 
GP with a 4 month history of 
dysphagia. He was unable to pinpoint 
the site of his symptoms accurately 
but noted that his dysphagia worsened 
as he ate. At times he would 
regurgitate food during his meals, 
which would temporarily relieve his 
symptoms. 

According to his GP, who had weighed 
him, he had lost 1 kg in weight over the 
past 2 months. His medications include 
Bendroflumethiazide for hypertension, 
and Ranitidine, which he takes 
intermittently for symptoms of gastro- 
oesophageal reflux disease. 


A barium swallow is shown below; 





o 








What is the diagnosis? 

A Schatzki ring 


B Achalasia 


C Benign oesophageal stricture 
D Pharyngeal pouch 

E Post-cricoid web 
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D I Pharyngeal pouch 


The barium swallow shows a 
pharyngeal pouch (or Zenker’s 
diverticulum). These occur 
predominantly in elderly men (male: 
female of 5:1), and are rare before the 
age of 40 years. The aetiology is 
unclear, although they may be related 
to poor relaxation of the upper 
oesophageal sphincter. An association 
with gastro-oesophageal reflux disease 
has also been noted. 


Pharyngeal pouches commonly cause 
dysphagia, regurgitation and 
aspiration, and are a rare cause of 
halitosis. If large, they may cause a 
mass in the neck that gurgles on 
palpation (Boyce’s sign). Regurgitation 
of the contents of the pouch may 
temporarily ease dysphagia until the 
pouch refills with food and fluid. 


Upper gastrointestinal endoscopy is 
risky, since the pouches are thin-walled 
and easy to perforate; this is the 
reason why a barium swallow may be 

thn nrnfnrnhln first-linn invnstiantinn in 











Question 24 of 146 



'©' CD 11:43 



the preferable first-line investigation in 
elderly patients with dysphagia. 
Treatment is surgical, with either an 
open or endoscopic approach. 


E I Post-cricoid web 


This would give a very different 
appearance on barium swallow to 
those of a pharyngeal pouch. Post¬ 
cricoid webs occur near the upper 
oesophageal sphincter and may occur 
in association with iron-deficiency 
anaemia (Patterson-Brown-Kelly 
syndrome). 


A Schatzki ring 

This would give a very different 
appearance on barium swallow to 
those of a pharyngeal pouch. Schatzki 
rings are benign narrowings in the 
distal oesophagus. 


B Achalasia 

This would qive a very different 
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B Achalasia 

This would give a very different 
appearance on barium swallow to 
those of a pharyngeal pouch. Barium 
swallow in people with achalasia is 
associated with a very tight tapering at 
the gastro-oesophageal junction, 
generating a so-called ‘bird’s beak’ or 
‘rat’s tail’ appearance, together with a 
dilated oesophagus. 


C Benign oesophageal stricture 

This would give a very different 
appearance on barium swallow to 
those of a pharyngeal pouch. Barium 
studies in those with benign 
oesophageal strictures typically 
produce a smooth, tapering narrowing 
of the oesophagus. 


Rate this question: 
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A 78-year-old retired banker was 
reviewed in the Outpatients 
Department after a recent admission 
with right lower lobe pneumonia. She 
has had two similar episodes, managed 
by her GP, over the last 2 years. She 
has mild angina for which she is taking 
Aspirin and Atenolol. 

She is otherwise fit and well. She 
smoked 15 cigarettes a day from the 
age of 20, and drinks 15 units of 
alcohol per week. Throughout her life, 
she has travelled widely in Africa and 
Asia. 

Examination revealed no abnormal 
signs and her blood tests were 
unremarkable. 

Her plain chest X-ray is shown below: 
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C I Achalasia 


A fluid level is visible behind the heart 
and the oesophagus is dilated. This is 
suggestive of chronic oesophageal 
obstruction. From the scenario given 
and the radiological evidence supplied, 
achalasia is the most likely diagnosis. 

Achalasia can present at any age but is 
rare in childhood. Dysphagia is 
universal, and occurs for liquids and 
solids relatively early in the condition. 
Other typical symptoms may include 
regurgitation, weight loss, chest and 
abdominal pain, as well as possible 
aspiration pneumonitis (which may be 
the presenting complaint). Achalasia is 
caused by degeneration of the 
myenteric plexus, causing failure of 
relaxation of the lower oesophageal 
sphincter (LOS), and absent peristalsis 
in the body of the oesophagus. 
Diagnosis is confirmed by oesophageal 
manometry, but prior upper 
gastrointestinal endoscopy is 
mandatory to exclude a tumour of the 
cardia. Tumours of the cardia mav 
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cardia. Tumours of the cardia may 
mimic achalasia, and chronic achalasia 
slightly increases the risk of 
oesophageal carcinoma. 


A number of treatment options are 
available. Pharmacological therapy 
includes calcium channel blockers 
(including Nifedipine) and nitrates, but 
tends to be only minimally effective. 
Injection of botulinum toxin into the 
LOS also produces variable degrees of 
success, but has a role in affected 
people who are unable to tolerate 
more invasive therapies. The major 
definitive choice of therapy, however, 
is between endoscopic dilatation 
(which carries the risk of perforation), 
or surgical intervention (Heller’s 
myotomy). There is also a growing role 
for an alternative combined surgical 
and endoscopic treatment called 
peroral endoscopic myotomy (POEM). 


A Tracheo-oesophageal fistula 


Outside of the paediatric setting, 
tracheo-oesophageal fistula (TOF) is 
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A 43-year-old woman had an 
orthotopic liver transplant for 
decompensated alcoholic cirrhosis. 
Sixteen days post-transplant, she is 
found to have abnormal liver function 
tests. 


On examination, she is deeply 
jaundiced but is alert. She is afebrile. 
There is a new maculopapular rash on 
her palms and soles. Respiratory and 
cardiovascular examinations are 
normal, the abdomen is soft and non¬ 
tender with no palpable masses, and 
there is no hepatic bruit; a finger-prick 
glucose is normal. She has not been 
started on any new antibiotics and is 
currently taking tacrolimus. 

Investigations: 


Hb 

13.5 g/dl 

WCC 

12.7 x 10 9 /l 

PLT 

54 x 10 9 /l 

MCV 

81 fl 

INR 

1.6 

M = + 

1 ~Z~7 ry~\ ry\ r\ 1 /1 
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Na + 

137 mmol/l 

K + 

3.6 mmol/l 

Urea 

7.4 mmol/l 

Creatinine 

76 pmol/l 

Albumin 

36 g/l 

Calcium 

2.46 mmol/l 

Bilirubin 

87 pmol/l 

ALP 

301 U/l (30-150) 

ALT 

76 U/l (5-35) 

GGT 

105 


Which of the following is an important 
next management step? 


A 

B 

C 


Check ammonia 


Check viral hepatitis screen 


Start broad-spectrum 

n nf i hi i + i n c 




O 







M 


< 

Question 26 of 146 

— 


jui i \ ooroU7 

ALT 

76 U/l (5-35) 

GGT 

105 


Which of the following is an important 
next management step? 


A Check ammonia 

B Check viral hepatitis screen 

C Start broad-spectrum 

antibiotics 

D Urgent hepatic ultrasound 

scan with Doppler 

E Add mycophenolate mofetil 

and high-dose corticosteroids 
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D I Urgent hepatic ultrasound 
I scan with Doppler 


The liver is the second most commonly 
involved organ in acute graft-versus- 
host disease (GVHD). It develops from 
15 days after transplantation, as 
marrow engulfment appears. 
Presentation is with jaundice, 
hepatomegaly and abnormal liver 
function tests, with the earliest and 
most common finding being a rise in 
the serum levels of conjugated bilirubin 
and alkaline phosphatase. This reflects 
damage to the bile canaliculi, leading 
to cholestasis. Hepatic ultrasound and 
Doppler flow are likely to be abnormal, 
and this investigation therefore 
represents an ideal non-invasive initial 
step in investigation. 


E I Add mycophenolate mofetil 
I and high-dose corticosteroids 


In the event that GVHD is confirmed, 
the most effective initial option is high- 
dose methylprednisolone. If higher 
doses of steroids are not successful in 
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controlling GVHD by 3-5 days, second- 


ine treatments are less successful. 


These include cyclosporine, tacrolimus, 
antithymocyte globulin and 
mycophenolate mofetil. 


A Check ammonia 

Although she is jaundiced she is alert. 
Ammonia may be slightly elevated but 
in the absence of significant hepatic 
encephalopathy it isn't as useful an 
investigation here as ultrasound. 


B Check viral hepatitis screen 

Hepatic infections including viral 
hepatitis should be excluded if 
possible, and hence viral hepatitis 
screen is an important part of the 
work-up but is less likely to reveal the 
underlying diagnosis. 


C Start broad-spectrum 

antibiotics 

Broad-spectrum antibiotics don’t have 
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A 34-year-old farm worker presents 
with an acute upper gastrointestinal 
haemorrhage. On admission, she is 
severely shocked with a pulse of 
105/min and a postural drop of 30 
mmHg. There is evidence of 
hepatosplenomegaly. After fluid 
resuscitation and blood transfusion, 
she is endoscopied; somewhat 
surprisingly, there are oesophageal 
varices evidence of adherent clot. You 
note on a blood sample performed 
when she attended for a DVT about a 
year earlier that her APTT was 
significantly prolonged. She tells you 
that she drinks 3 glasses of wine on a 
Friday and a Saturday night. 

Which of the following is the most 
appropriate treatment for her varices? 

A Banding 

B Oral omeprazole 40 mg daily 

C Propanolol 40mg daily 
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she is endoscopied; somewhat 
surprisingly, there are oesophageal 
varices evidence of adherent clot. You 
note on a blood sample performed 
when she attended for a DVT about a 
year earlier that her APTT was 
significantly prolonged. She tells you 
that she drinks 3 glasses of wine on a 
Friday and a Saturday night. 


Which of the following is the most 
appropriate treatment for her varices? 


A Banding 

B Oral omeprazole 40 mg daily 
C Propanolol 40mg daily 


D Helicobacter eradication 


E Spironolactone 50mg daily 
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A I Banding 


Banding is the most appropriate 
treatment for acutely bleeding varices, 
and is useful in conjunction with 
surveillance endoscopy to prevent 
further complications. The prolonged 
activated partial thromboplastin time 
(APTT) points to antiphospholipid 
antibody syndrome with hepatic vein 
thrombosis as a possible cause of her 
chronic liver disease. Over the longer 
term a shunting procedure to relieve 
portal hypertension is likely to be 
required. 


C I Propanolol 40mg daily 


Propanolol reduces portal 
hypertension and is useful to reduce 
further complications, particularly 
associated with alcoholic cirrhosis, 
although once varices are established, 
surveillance with banding is most 
effective. 



Oral omeprazole 40 mg daily 
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effective. 


B Oral omeprazole 40 mg daily 

Regular Omeprazole only reduces acid 
secretion and is ineffective in reducing 
risk of bleeding from oesophageal 
varices. 


D Helicobacter eradication 

Helicobacter eradication is effective in 
reducing the risk of recurrent peptic 
ulcer disease. 


E Spironolactone 50mg daily 

Spironolactone is most useful in 
controlling oedema associated with 
hepatic failure. 


Rate this question: 3 


Next Question 
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A 29-year-old drug abuser is referred 
to the Rheumatology Clinic for review. 
She has suffered from intermittent 
fevers, joint and muscle pains and a 
skin rash over the past few months. 

She admits to continued use of iv 
heroin over the past three years. 

Other past history of note includes an 
episode of left common peroneal nerve 
palsy some 6 months earlier. Her only 
medication is the combined oral 
contraceptive pill. 

On examination, her BP is 145/90 
mmHg, with pulse 80/min and regular. 
She has an erythematous skin rash and 
you notice some spider naevi on 
examination of the upper body. 

Investigations: 


Hb 

10.9 g/dl 

WCC 

10.2 x 10 9 /l 

PLT 

112 x 10 9 /l 

Na + 

137 mmol/I 

K + 

4.3 mmol/l 
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Creatinine 

133 |jmol/l 

ESR 

65 rmm/lst hour 

Urine 

blood ++ protein ++ 

HepBsAg 

+ 

HepBeAg 

+ 

HepBsAb 

-ve 

HepBcAb 

+ 


Which of the following is the most 
likely diagnosis? 


A Churg-Strauss syndrome 

B Goodpasture syndrome 

C Polyarteritis nodosa (PAN) 

D Systemic lupus 

erythematosus 

E Wegener’s granulomatosis 
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Polyarteritis nodosa (PAN) 


PAN, a vasculitic disorder 
characterised by periphera 
neuropathy, kidney disease and 
arthritis, is associated with hepatitis B 
infection. Ordinarily, 
immunosuppression would be the 
intervention of choice for PAN, 
although here it is likely to have a 
deleterious effect on the course of the 
hepatitis B. Interferon alpha-based 
regimens, coupled with plasmapheresis 
and a short course of corticosteroids, 
have been used successfully to treat 
the condition. The incidence of 
hepatitis B (HBV)-PAN has decreased 
significantly due to access to hepatitis 
B vaccination worldwide. HBV was 
once considered to be the cause of 
30% of PAN cases, However, it now 
accounts for <8% of all PAN cases. 


A Churg-Strauss syndrome 

Churg-Strauss disease is a systemic 
small-vessel vasculitis, characterised 

h\/ hrnnrhial asthma rhinitis iniiqitk 
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and bronchitis. Bronchial asthma is the 
initial disease manifestation. 


B Goodpasture syndrome 

Goodpasture syndrome is an 
autoimmune disorder, characterised by 
glomerulonephritis with or without 
pulmonary haemorrhage and the 
presence of antiglomerular (anti-GBM) 
antibodies. 


D Systemic lupus 

erythematosus 

SLE is a possible diagnosis in this case, 
but mononeuritis is associated more 
with PAN than SLE. 


E Wegener's granulomatosis 

Wegener’s granulomatosis is a 
necrotising granulomatous 
inflammation and pauci-immune 
vasculitis in small and medium-sized 
blood vessels, characterised mainly by 
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a 42-year-oia Dusinessman wno 
travels twice per month to Africa, the 
Indian subcontinent and Eastern 

Europe is requesting some medication 
to reduce the duration and severity of 
travellers’ diarrhoea which he seems to 
suffer from nearly every time he goes 
abroad. He says this is crampy in 
nature and accompanied by multiple 
episodes of non-bloody diarrhoea. He 
is otherwise completely well. 

Which of the following agents is 
proven to reduce the severity of 
symptoms? 


A 

Ciprofloxacin and loperamide 
taken at the onset of 
symptoms 

B 

Metronidazole if symptoms 
continue for longer than 24h 

C 

Co-amoxiclav taken daily 
during the trip 


D 

Loperamide taken at the 
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travellers’ diarrhoea which he seems to 
suffer from nearly every time he goes 
abroad. He says this is crampy in 
nature and accompanied by multiple 
episodes of non-bloody diarrhoea. He 
is otherwise completely well. 

Which of the following agents is 
proven to reduce the severity of 
symptoms? 


A 

Ciprofloxacin and loperamide 
taken at the onset of 
symptoms 

B 

Metronidazole if symptoms 
continue for longer than 24h 

C 

Co-amoxiclav taken daily 
during the trip 


D 

Loperamide taken at the 
onset of symptoms 


E 

Oral rehydration solution 
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Ciprofloxacin and loperamide 1 
taken at the onset of 1 

symptoms 1 


Most travellers’ diarrhoea (defined as > 
3 loose stools / 24 h with or without 
cramps, nausea, vomiting or fever) is a 
self-limiting illness and mild to 
moderate symptoms can be treated 
conservatively with a bismuth or anti 
motility agent. Treatment with 
antibiotics and loperamide has been 
shown to reduce the length of illness 
by 2-3 days but this must be weighed 
against potential risks. In this case the 
frequency of episodes warrants 
treatment. Severe symptoms (for 
example, those with fever, blood or 
mucus in the stool) would also benefit 
from antibiotic treatment. Where 
antibiotics are indicated then a 
combination of ciprofloxacin and 
loperamide at onset can be 
recommended. Traveller’s diarrhoea is 
typically caused by bacterial infections 
0 Campylobacter being the most 
common along with Eco/i, salmonella, 
shigella and rarely 
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s nigeiia ana rareTy 
l/c/7o/erae).Ciprofloxacin provides 
good cover for most of these 
infections. In areas of high resistance 
to fluoroquinolones (i.e. south and 
south east Asia) then azithromycin is 
recommended. In areas where E.coli is 
the most common pathogen (Latin 
America and parts of Africa) then 
rifaximin may be used. 


B I Metronidazole if symptoms 
I continue for longer than 24h 


Metronidazole is used for the 
treatment of parasitic gastroenteritis 
(e.g. amoebiasis or giardiasis). It 
should be considered if diarrhoea fails 
to settle and stool is examined for ova, 
cysts and parasites. 


Co-amoxiclav taken daily 
during the trip 


Antibiotic prophylaxis is not 
recommended for travellers’ diarrhoea 
as it tends to be a self-limiting illness 
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as it tends to be a self-limiting illness 
and therefore the risk of adverse 
effects (eg C.diff, Candida, antibiotic 
resistance) are deemed to be greater 
than potential benefit. 


D Loperamide taken at the 

onset of symptoms 

For milder symptoms (ie bowels 
opening 2-3 times per day) then 
symptomatic treatment alone with 
bismuth subsalicylate or loperamide 
can be used. However, it will not 
shorten the duration of the illness. 


E Oral rehydration solution 

Oral rehydration solution is useful for 
replenishing water and salts lost due to 
diarrhoea, but does not impact on 
symptoms. 


Rate this question: 
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A 32-year-old man is seen with a long 
history of anaemia. He denies 
haematemesis or melaena. His past 
medical history includes an episode of 
intussusception 1 year ago. He has 
been investigated previously with an 
upper gastrointestinal endoscopy and 
a colonoscopy, which are normal. 
Lower duodenal biopsies are normal. 
He has since been started on iron 
tablets. 

On examination, the only significant 
findings are melanin spots on his 
buccal mucosa and fingers. 


Investigations: 


Haemoglobin (Hb) 

9.1 g/l 

White blood count 

6.0 x 

(WBC) 

10 9 /l 

Platelets 

192 x 

10 9 /l 

Mean cell volume (MCV) 

71 fl 

Ferritin 

3 (jg/l 
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Platelets 

10 9 /l 

Mean ce 

volume (MCV) 71 fl 

Ferritin 

3 pig/l 


A barium meal and follow-through is 
abnormal and an enteroscopy shows 
multiple hamartomatous polyps. 

What is the most likely diagnosis? 

A Gardner syndrome 

B Peutz-Jeghers syndrome 

C Cowden syndrome 

D Familial adenomatosis 

polyposis 


E Pseudo-polyps 
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B I Peutz-Jeghers syndrome 


Perioral freckling is seen in Peutz- 
Jeghers syndrome. Other areas that 
may be affected by dark melanin flecks 
include the fingers, toes and perianal 
skin. It is an autosomal dominant 
condition with small intestinal 
hamartomas and an increased risk of 
gastrointestinal malignancies. It usually 
presents in the second or third decade 
of life and patients may develop 
anaemia or intussusception. Current 
surveillance recommendations include 
biennial upper and lower endoscopy 
plus barium meal and follow-through. 


A Gardner syndrome 

Gardner syndrome is a form of familial 
adenomatosis polyposis with osteomas 
and neuromas. These can especially 
affect the skull. Like all familial 
adenomatosis polyposis, monitoring 
for malignancy is needed. 
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Cowden syndrome is characterised by 
multiple hamartomas of the skin, 
mucous membranes, thyroid and 
breast, associated with hamartomatous 
polyps of the gastrointestinal and 
urinary tracts. 


D Familial adenomatosis 

polyposis 

Familial adenomatosis polyposis (FAP) 
is associated with hundreds to 
thousands of colonic adenomas. This 
can cause rectal bleeding and anaemia, 
and may progress to malignancy. Serial 
monitoring with colonoscopy is 
needed. 


E Pseudo-polyps 


Pseudo-polyps are projecting masses 
that occur from scar tissue following 
repeated healing in bowel ulceration. 
These can cause bowel obstruction, 
but not intussusception and would 
need an underlying inflammatory 
bowel diagnosis to qualify as a viable 
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A 55-year-old woman with a known 
history of coeliac disease was reviewed 
in Outpatients complaining of watery 
diarrhoea ten times per day and 
abdominal cramping pains of 10 
months' duration. There was no 
accompanying weight loss. 


She claimed to have been adhering to 
her gluten free diet and gave no 
history of foreign travel or changes in 
her medication. She took Aspirin and 
Digoxin for chronic atrial fibrillation 
and Ibuprofen for osteoarthritis. 


Examination revealed a well-looking 
lady who was in rate-controlled atrial 
fibrillation. No other abnormalities 
were noted. 


Full blood count, electrolytes, serum 
calcium, immunoglobulins, CRP and 
the ESR were normal. IgA anti- 
endomysial antibodies were negative. 

The colonic mucosa looked normal at 
colonoscopy. A biopsy specimen taken 
at the time is shown below: 
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at the time is shown below: 



Which of the following is the most 
likely diagnosis? 

A Ulcerative colitis 

B Poorly controlled coeliac 

disease 

C Coeliac disease-related 

lymphoma 

D Ischaemic colitis 

E Collagenous colitis 
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Collagenous colitis is one of the forms 
of microscopic colitis, i.e. a condition in 
which the colon appears normal on 
colonoscopy, but where the diagnosis 
is made based on the abnormal 
histology of colonic biopsies. The 
condition predominantly affects 
women (male: female of 1: 4) in the 
fifth and sixth decades of life. The 
aetiology is unknown, although an 
association with several medications - 
in particular, non-steroidal anti¬ 
inflammatory drugs - is well- 
recognised. There is also an 
association with coeliac disease and 
other autoimmune disorders. 


The condition typically causes chronic 
watery diarrhoea (which tends to be 
worse during the day than at night), 
and is also often accompanied by 
crampy, diffuse abdominal pain. Blood 
tests are normally unremarkable and 
both radiological and macroscopic 
appearances tend to be normal. The 
diagnosis is made based on the typica 
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histological appearances of a 
thickened subepithelial collagen band, 
a moderate inflammatory cell infiltrate, 
and an increase in intraepithelial 
lymphocytes. 

Treatments for collagenous colitis 
include antidiarrhoeal agents (such as 
Loperamide), 5-aminosalicyclate drugs, 
corticosteroids, and bile acid 
sequestrants, all of which are variably 
effective. 


C I Coeliac disease-related 
I lymphoma 


In a patient with coeliac disease who 
follows a gluten-free diet and who has 
negative IgA anti-endomysial 
antibodies, coeliac disease-related 
lymphoma is unlikely. 

A Ulcerative colitis 

The description that her colonic 
mucosa appeared normal on 
colonoscopy - together with normal 
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A Ulcerative colitis 

The description that her colonic 
mucosa appeared normal on 
colonoscopy - together with normal 
blood tests - is inconsistent with a 
diagnosis of ulcerative colitis. 



Poorly controlled coeliac 
di 



In a patient with coeliac disease who 
follows a gluten-free diet and who has 
negative IgA anti-endomysial 
antibodies, poorly-controlled coeliac 
disease is unlikely. 


D Ischaemic colitis 

The description that her colonic 
mucosa appeared normal on 
colonoscopy - together with norma 
blood tests - is inconsistent with a 
diagnosis of ischaemic colitis. 


Rate this question: 
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A 72-year-old heavy smoker presents 
with indigestion, which is now 
complicated by progressive dysphagia, 
first to solids such as toast and now to 
liquids as well. Bloods taken by his 
general practitioner (GP) suggest iron 
deficiency anaemia and his viscosity is 
elevated. 


On examination, he has palpable lymph 
nodes in the left supraclavicular fossa, 
and wheeze throughout both lung 
fields. 

Which of the following would be the 
investigation of choice in this patient? 


A Upper gastrointestina 

endoscopy 


B Barium swallow 


C Chest X-ray 
D Bronchoscopy 


E CT scan of the thorax 
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Upper gastrointestinal 
endoscopy 


The presence of dysphagia and the 
enlarged left supraclavicular nodes 
raises the possibility of upper Gl 
carcinoma, most likely oesophageal. As 
such, the investigation of choice would 
be upper Gl endoscopy with biopsy. 
Carcinomas of the oesophagus may be 
squamous or adenocarcinomas; there 
is an association with smoking, alcohol 
consumption, ingestion of nitrate- 
containing foods, Plummer-Vinson 
syndrome, and chronic gastro- 
oesophageal reflux disease. Taking into 
account there is already lymph node 
enlargement, this patient is highly 
unlikely to be a candidate for 
oesophagectomy. Squamous cell 
carcinoma is more responsive than 
adenocarcinoma to radiotherapy, so 
this is at least an option for some 
patients. Unfortunately, 5 year survival 
for oesophageal carcinoma is very 
poor. 
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A 17-year-old girl is referred by her 
general practitioner (GP) with weight 
oss and vomiting. During the 
consultation, it becomes apparent that 
she has an altered body image. 


Which of the following would best 
assess her nutritional status? 


A Serum albumin 

B FSH:oestrogen ratio 

C Mid-thigh:hip ratio 

D Mid-arm muscle 

circumference and skin-fold 
thickness 

E Height (m)/weight (kg) 
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D I Mid-arm muscle 

I circumference and skin-fold 
I thickness 


Anthropometry allows for an 
assessment of body composition, and 
a number of anthropometric 
measurements can be used. 



B I FSH:oestrogen ratio 


Amenorrhoea is associated with 
anorexia nervosa, but the 
FSH:oestrogen ratio is not routinely 
used to assess nutrition. 


A 


Serum albumin 


The serum albumin level can fall in 
conditions such as sepsis and liver 
disease, and should therefore not be 
considered a good indicator of 


nutritional status 


C 


Mid-thigh:hip ratio 


The waist:hip ratio is a useful measure 
in the context of central obesity, but 
the mid-thigh:hip ratio is a fictitious 
measurement. 



Height (m)/weight (kg) 


The body mass index (BMI) can be 
used to stratify patients, but is 
calculated by weight/(height) 2 rather 
than height/weight. The BMI 
measurement takes into account 
neither the difference between fat and 
non-fat mass, such as bone and 
muscle, nor the changes in body 
composition that occur with age. 


Rate this question: 



Next Question 
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A 27-year-old man travelling in Bolivia 
wakes up with watery diarrhoea and 
stomach cramps. He continues to have 
diarrhoea and cramps for the next 
couple of days. He is also very weak 
and tired but is managing to drink 
good volumes of boiled water. 

He phones you, his physician, in 
London for advice and whether he 
should take antibiotics. He tells you 
that he has had his blood pressure 
checked at the local pharmacy and it is 
100/60 mmHg, his pulse was 85/min 
when he checked it himself. 

Which of the following is an indication 
for antibiotic therapy? 


A He should have started 

antibiotics on Day 1 of the 
illness 

B He should start antibiotics if 

his condition persists for >3 
days 

C He should onlv start 
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when he checked it himself. 

Which of the following is an indication 
for antibiotic therapy? 

A 

He should have started 
antibiotics on Day 1 of the 
illness 

B 

He should start antibiotics if 
his condition persists for >3 
days 

C 

He should only start 
antibiotics if he has more than 
ten episodes of diarrhoea per 
day 

D 

He should start antibiotics if 

he has swallowed water from 

the local river 

E 

He should start antibiotics if 

there is fresh blood when he 
wipes himself clean 
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A 64-year-old man presents to the 
Emergency Department with 
abdominal pain and distension and a 2- 
day history of persistent vomiting. He 
has had intermittent abdominal pain 
for the last 5 weeks and diarrhoea for 3 
days prior to the onset of vomiting. He 
has not passed a bowel motion since. 

His past medical history includes 
hypertension and coeliac disease, from 
which he has been asymptomatic for 
the past TO years. He has lost 4 kg in 
weight over the past 5 months. 

Physical examination shows a 
distended abdomen. Bowel sounds are 
tinkling in nature. 

What is the most likely cause of this 
patient’s symptoms? 

A Adhesions 

B Carcinoma of the colon 

C Meckel’s diverticulum 
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His past medical history includes 
hypertension and coeliac disease, from 
which he has been asymptomatic for 
the past 10 years. He has lost 4 kg in 
weight over the past 5 months. 

Physical examination shows a 
distended abdomen. Bowel sounds are 
tinkling in nature. 

What is the most likely cause of this 
patient’s symptoms? 


A Adhesions 


B Carcinoma of the colon 


C Meckel’s diverticulum 


D Small bowel lymphoma 

E Small bowel carcinoma 
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days prior to the onset of vomiting. He 
has not passed a bowel motion since. 

His past medical history includes 
hypertension and coeliac disease, from 
which he has been asymptomatic for 
the past 10 years. He has lost 4 kg in 
weight over the past 5 months. 

Physical examination shows a 
distended abdomen. Bowel sounds are 

tinkling in nature. 

What is the most likely cause of this 
patient’s symptoms? 




A Adhesions 


B Carcinoma of the colon 


C Meckel’s diverticulum 


















Question 3 of 116 






© D 5:49 



D I Small bowel lymphoma 


Coeliac disease is a common and 
underdiagnosed condition, which may 
present at any age. It is a 
hypersensitivity to gluten found in 
wheat, rye and barley. The gliadin 
fraction of the protein provokes an 
inflammatory response causing 
subtotal or total villous atrophy of the 
small bowel, resulting in 
malabsorption. It classically presents 
with a history of diarrhoea, weight loss, 
lethargy and anaemia (folate, B 12 or 
iron-deficient). It is associated with an 
increased risk of developing small 
bowel lymphoma, which thankfully 
only occurs in a very small proportion 
of coeliac patients. It is the rapid 
deterioration seen here, with weight 
loss, which points us towards 
malignant transformation of the 
coeliac to small bowel lymphoma. 


A Adhesions 


There is no previous history of bowel 
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surgery or abdominal surgery to 
suggest that adhesions may be present 
to cause small bowel obstruction. 


B Carcinoma of the colon 

The history of coeliac disease makes 
small bowel lymphoma a more likely 
cause than carcinoma of the bowel, 
especially in the absence of lower Gl 
symptoms before the presentation 
with acute abdomen. 


C Meckel’s diverticulum 

Meckel's diverticulum is the most 
common congenital anomaly of the 
gastrointestinal tract. It results from 
incomplete obliteration of the vitelline 
duct leading to the formation of a true 
diverticulum of the small intestine. 
Meckel's diverticulum is a true 
diverticulum, containing all layers of 
the small bowel wall. It arises from the 
anti-mesenteric surface of the middle- 
to-distal ileum. The diverticulum 
represents a persistent remnant of the 
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represents a persistent remnant of the 
omphalo-mesenteric duct, which 
connects the midgut to the yolk sac in 
the foetus. Meckel's diverticula are 
uncommon and often clinically silent, 
particularly in the adult. Asymptomatic 
Meckel's diverticulum may be 
discovered during abdominal 
exploration for the evaluation of 
unrelated pathology. Less commonly, it 
is found incidentally on diagnostic 
imaging. When symptomatic, Meckel's 
diverticulum may present with 
abdominal pain or symptoms of 
gastrointestinal bleeding or bowel 
obstruction. In this scenario, the past 
medical history of coeliac disease 
makes Meckel’s diverticulum a less 
likely diagnosis. 


E Small bowel carcinoma 

The history of coeliac disease makes 
small bowel lymphoma a more likely 
cause than carcinoma of the bowel, 
although carcinoma of the small bowel 
can also cause weight loss and small 
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A 44-year-old man with a long history 
of diarrhoea presented with a painful 
lesion on his leg. He had noticed what 
he thought was an insect bite some 
days previously, which rapidly 
progressed to the lesion depicted 
below. He had started feeling unwell 
with the development of the lesion and 
described general malaise and 
arthralgia. 



His barium enema is shown below: 









What is the cause of his diarrhoea? 

A Crohn's disease 


B Ulcerative colitis 

C 

D 

E Colonic carcinoma 
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Ogilvie's syndrome 

Ischaemic colitis 
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B I Ulcerative colitis 


The barium enema shows the typical 
‘hosepipe’ colonic appearance found in 
chronic ulcerative colitis. The colonic 
wall is featureless here, consistent with 
chronic inflammation. Incidentally, this 
man also has situs inversus. The lesion 
on his leg is pyoderma gangrenosum. 

A Crohn's disease 


Crohn's disease produces skip lesions, 
so would not typically manifest with 
uniform involvement of the whole large 
bowel, as is the case here. 


C Ogilvie's syndrome 

Ogilvie's syndrome is associated with 
dilated large bowel, but not with 
inflammation. 


D Ischaemic colitis 


The findings here are not suggestive of 
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A 29-year old social worker is brought 
to the Emergency Department after 
having taken 40 paracetamol tablets 
with half a bottle of vodka 5 h prior to 
admission, following an argument with 
her boyfriend. She feels nauseous and 
complains of abdominal pain. There is 
no past medical history of note and 
she takes occasional codeine tablets. 
She drinks about 15 units of alcohol per 
week. Physical examination is normal. 


Investigations: 


Na + 

139 mmol/I 

K + 

3.7 mmol/l 

Urea 

5.0 mmol/l 

Creatinine 

60 |jmol/l 

Bicarbonate 

19 pmol/l 

INR 1.1 

Serum paracetamol 
level 

200 mg/I (100- 
200) 


Which of the following is the most 
useful prognostic indicator when 
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Bicarbonate 

19 |jmol/l 

INR 

1.1 

Serum paracetamol 

200 mg/I (100- 

level 

200) 


Which of the following is the most 
useful prognostic indicator when 
tested the following day? 

A Serum bilirubin 

B Paracetamol 

C Prothrombin time 

D Plasma glucose 

E Serum albumin 
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Prothrombin time 



aracetamol toxicity is likely to occur 
with single ingestions >250 mg/kg or 
those >12 g over a 24 h period. The 
patient has taken 20 g of paracetamol. 
Virtually all patients who ingest doses 
in excess of 350 mg/kg develop severe 
liver toxicity. Appropriate paracetamol 
doses produce a small amount of N- 
acetyl-benzoquinoneimine (NAPQI), 
which is rapidly conjugated with 
hepatic glutathione, forming non-toxic 
cysteine and mercaptate compounds 
that are excreted in the urine. In 
paracetamol overdose, the 
glucuronidation pathways are 
saturated and more paracetamol is 
metabolised to NAPQI via the 
cytochrome P450 enzymes. The liver is 
unable to deactivate NAPQI, which is 
responsible for massive hepatic 
necrosis and hepatic failure. Patients 
may have nausea, anorexia or vomiting 
on the first day. After 72 h, features of 
liver and kidney disease may become 
apparent. In paracetamol-induced 
fulminant liver failure, there are two 
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fulminant liver failure, there are two 
broad criteria for referral for 
orthotopic liver transplantation: an 
arterial pH of <7.3, irrespective of 
grade of encephalopathy; or a 
prothrombin time (PT) >100 s and a 
serum creatinine concentration >300 
|jmol/l in patients who have grade III or 
IV encephalopathy. A rise in serum 
creatinine is a bad prognostic marker 
and is associated with 70% mortality. A 
pH <7.3 is associated with only 15% 
chance of survival due to failure of 
clearance of lactate by the liver. 


A Serum bilirubin 

Bilirubin is a breakdown product from 
haem in catabolism. Following 
conjugation in the liver, it is excreted 
via stool. Bilirubin may rise in 
paracetamol overdose as the liver fails 
to properly conjugate and excrete 
bilirubin. However, the rate at which 
this occurs correlates poorly to disease 
severity. 
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B Paracetamol 

Serum paracetamol is a useful 
measurement in non-staggered 
paracetamol overdoses 4 h following 
ingestion. However, the concentration 
of serum paracetamol does not guide 
the severity of liver injury that follows 
and it is therefore not a prognostically 
useful test. 


D Plasma glucose 

In acute liver decompensation, 
metabolic processes of the liver can 
break down. These include 
gluconeogenesis, which can lead to 
hypoglycaemia. However, the extent of 
hypoglycaemia correlates poorly with 
the extent of acute liver disease and 
can easily be affected by other factors 
such as co-morbidities or other drugs 
taken. 


E Serum albumin 
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metabolic processes of the liver can 


break down. These include 
gluconeogenesis, which can lead to 
hypoglycaemia. However, the extent of 
hypoglycaemia correlates poorly with 
the extent of acute liver disease and 
can easily be affected by other factors 
such as co-morbidities or other drugs 
taken. 


E Serum albumin 

Albumin is a protein made the liver and 
which functions partially to maintain 
colloid oncotic pressure. In measuring 
albumin it acts as a negative acute 
phase reactant - i.e. it is lower in acute 
inflammatory conditions. It is also 
lower in chronic liver disease as the 
synthetic function of the liver 
deteriorates. However, it is not a 
reliable marker in the acute setting and 
does not help guide prognosis. 


Rate this question: 



Next Question 
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A 53-year-old man is referred to the 
Gastroenterology Clinic for 
investigation into the cause of his 
deranged liver function tests found 
incidentally at preoperative 
assessment. He denies any abdominal 
pain or jaundice. He has hypertension 
and type 2 diabetes mellitus, treated 
with atenolol, gliclazide and metformin. 
He consumes approximately 10 units of 
alcohol per week and is an ex-smoker. 
He stopped smoking 10 years ago. 

On physical examination, he is obese 
with a body mass index (BMI) 37 
kg/m 2 . There are no stigmata of 
chronic liver disease, but on abdominal 
examination he has hepatomegaly 4 
cm below the right costal margin. 

There is no splenomegaly or ascites. 


Liver function tests: 


Bilirubin 

18 

[jmol/l 

Alkaline phosphatase 

Alanine aminotransferase 

134 IU/1 

160 IU/1 

Aspartate transaminase 

110 IU/1 
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Albumin 

40 g/l 

Erythrocyte sedimentation 
rate 

48 

mm/h 

Ferritin 

380 

mg/I 


An abdominal ultrasound scan 
revealed an echo-bright enlarged liver 
and multiple gallstones within a thin- 
walled gall bladder. 

What is the most likely cause of this 
patient's liver disease? 


A Alcoholic cirrhosis 


B Cholestasis secondary to 

gallstones 

C Drug-induced hepatitis 

D NASH (non-alcoholic 

steatohepatitis) 
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Haemachromatosis 
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D I NASH (non-alcoholic 
I steatohepatitis) 


NASH may be described as a 'silent' 
liver disease. It is almost always 
asymptomatic and diagnosed 
incidentally. It is characterised by 
hepatomegaly, elevated transaminases 
and the histological appearance of 
alcoholic liver disease on biopsy, in the 
absence of alcohol abuse. It affects 
both men and women and is more 
common in the obese and those with 
diabetes mellitus. Whilst only 
approximately 2 % of patients with 
fatty infiltration progress to cirrhosis 
and liver failure, where steatohepatitis 
exists, progression to cirrhosis is as 
high as 10%. There is no proven 
treatment for NASH, but patients 
should be advised to lose weight. 


A Alcoholic cirrhosis 

This man’s alcoholic consumption is 
not excessive and therefore alcoholic 
cirrhosis is a less likely diagnosis. His 
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cirrhosis is a less likely diagnosis. His 
alcohol consumption is unlikely to be 
responsible for the picture seen here. 


B Cholestasis secondary to 

gallstones 

The liver function tests do not show a 
cholestatic picture and therefore 
cholestasis secondary to gallstones is 
unlikely. There may be a history of 
abdominal pain with gallstones and 
there is no hepatomegaly. 


C Drug-induced hepatitis 

Drug-induced hepatitis will not 
produce hepatomegaly. Drug-induced 
hepatitis will present with 
disproportionate elevation in serum 
aminotransferases compared with 
alkaline phosphatase, bilirubin may be 
elevated and tests of synthetic 
function may be abnormal. Drug- 
associated hepatic injury may occur in 
a dose-dependent, predictable way or 
in an unpredictable idiosyncratic 
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associated nepaiic injury may cjccur in 

a dose-dependent, predictable way or 
in an unpredictable idiosyncratic 
fashion. The latter may be either 
immune mediated or metabolic. 


E Haemachromatosis 

Hereditary hemochromatosis (HH), 
most commonly due to mutations in 
the HFE gene, is an autosomal 
recessive disorder in which these 
mutations cause increased intestinal 
iron absorption. Less common causes 
of HH include mutations in the genes 
for haemojuvelin, hepcidin and 
ferroportin. The clinical manifestations 
of this disorder, and of other forms of 
iron overload, are related to excessive 
iron deposition in tissues, especially 
the liver, heart, pancreas and pituitary. 
An abdominal ultrasound scan 
revealing an echo-bright enlarged liver 
goes against this diagnosis. The ferritin 
level also makes haemochromatosis 
unlikely. 


Rate this question: 
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A 65-year-old man is seen in the clinic 
after he presents to his genera 
practitioner (GP) with a 1-year history 
of tiredness, and is found to be 
anaemic. He has no previous medica 
history and takes no medication. He 
reports no weight loss and denies a 
change in bowel habit. He has a varied 
diet including red meat. There is 
nothing to find on examination. 


Investigations: 


Hb 

11.5 g/dl 

WCC 

10.0 x 10 9 /l 

PLT 

300 x 10 9 /l 

MCV 

70 fl 

MCH 

20 pg 

Ferritin 

10 jjg/l 

f B-|2 

500 ng/l 

Serum folate 

9 |jg/l 


Which investigation would you 
perform next? 
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MCV 

70 fl 

MCH 

20 pg 

Ferritin 

10 pig/l 

B 12 

500 ng/l 

Serum folate 

9 M9/I 
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Which investigation would you 
perform next? 

A Urinalysis 

B OGD 

C Colonoscopy 
D Faecal occult blood (FOB) 

E Capsule endoscopy 
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A I Urinalysis 


In the developed world, iron deficiency 
anaemia (IDA) has a prevalence of 2- 
5% among adult men and post¬ 
menopausal women. The British 
Society of Gastroenterology published 
guidelines on the investigation of such 
patients. For the investigation of IDA, 
urinalysis for blood is recommended, 
as an estimated 1% of patients with IDA 
will have renal tract malignancy caused 
by haematuria and haemosiderin 
deposition in the tumour. This is a non- 
invasive test and therefore should be 
performed next in this patient. 


D I Faecal occult blood (FOB) 


This test is of no benefit in the 
investigation of established IDA as it is 
insensitive and non-specific, although 
it has a role in population screening for 
colorectal cancer. 
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B OGD 



In all men, post-menopausal women 
and women aged over 50 years, 
mandatory investigations for IDA 
include an OGD, but this would not be 
the next test you would perform. 


C Colonoscopy 

This would be indicated, particularly to 
exclude malignancy as a cause for this 
patient’s anaemia, but it would not be 
the next test you perform as it is an 
invasive procedure. 


E Capsule endoscopy 

This investigation is usually reserved 
for patients who have a normal OGD 
and colonoscopy but remain anaemic 
despite iron replacement therapy. This 
investigation is then performed to rule 
out a small bowel cause for their 
anaemia, such as Crohn’s disease or 
angiodysplasia. 
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A 65-year-old man is seen in the clinic 
after he presents to his general 
practitioner (GP) with a 1-year history 
of tiredness, and is found to be 
anaemic. He has no previous medical 
history and takes no medication. He 
reports no weight loss and denies a 
change in bowel habit. He has a varied 
diet including red meat. There is 
nothing to find on examination. 


Investigations: 



Hb 

11.5 g/dl 

WCC 

10.0 x 10 9 /l 

PI_ T 

300 x io 9 /i 

MCV 

70 fl 

MCH 

20 pg 

Ferritin 

10 pig/i 

B12 

500 ng/l 

Serum folate 9 |jg/l 
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A 67-year-old woman with rheumatoid 
arthritis comes to the clinic for review, 
complaining of tiredness. She takes 
non-steroidal anti-inflammatory drugs 
(NSAIDs), low-dose prednisolone and 
methotrexate for her rheumatoid, and 
additionally has hypertension, for 
which she takes amlodipine 5 mg daily. 


Investigations: 


Hb 

11.0 g/dl 

MCV 

86 fl 

Ferritin 

400 (jmol/l 

Iron 

9 [jmol/l (low) 


You are keen to differentiate 
definitively between iron deficiency 
anaemia and anaemia of chronic 
disease. 

Which of the following is most useful 
to differentiate between the two? 

A Erythropoietin levels 
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Hb 

11.0 g/dl 

MCV 

86 fl 

Ferritin 

400 |jmol/l 

Iron 

9 pmol/l (low) 


You are keen to differentiate 
definitively between iron deficiency 
anaemia and anaemia of chronic 
disease. 

Which of the following is most useful 
to differentiate between the two? 

A Erythropoietin levels 

B Upper Gl endoscopy 

C Small bowel follow-through 
D Colonoscopy 
E Bone marrow biopsy 
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E I Bone marrow biopsy 


Estimation of iron content in a bone 
marrow aspiration rules out iron 
deficiency anaemia if it is normal. 
Although the other investigations may 
be pointers to one or the other 
diagnosis, they don’t definitely rule out 
the alternative. 


A I Erythropoietin levels 


EPO levels are reduced in anaemia of 
chronic disease, although for example 
in diseases such as chronic kidney 
disease, both iron deficiency anaemia 
and low EPO can co-exist. This makes 
it impossible to rule out iron deficiency 
anaemia on EPO levels alone. 


B Upper Gl endoscopy 

Upper Gl endoscopy may reveal ulcers, 
although this wouldn’t rule iron 
deficiency anaemia in or out, or rule 
anaemia of chronic disease out. 
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and low EPO can co-exist. This makes 
it impossible to rule out iron deficiency 
anaemia on EPO levels alone. 


B Upper Gl endoscopy 

Upper Gl endoscopy may reveal ulcers, 
although this wouldn’t rule iron 
deficiency anaemia in or out, or rule 
anaemia of chronic disease out. 


C Small bowel follow-through 

We are given no indication of 
symptoms consistent with small bowel 
malabsorption. 


D Colonoscopy 

Colonoscopy is not indicated by an Hb 
of 11.0 g/dl, although it may be 
required in the event that iron 
deficiency is confirmed as the 
prevailing pathology. 



Rate this question: 

<1 O 







Question 9 of 116 



© Ei 6:59 



A 58-year-old Greek woman attended 
the Emergency Department with a 4 
week history of discomfort in the right 
upper quadrant. 


Examination revealed that she was 
mildly tender in the right upper 
quadrant and had 4 cm hepatomegaly. 
She had a previous laparotomy scar, 
having had a duodenal ulcer oversewn 
20 years previously. 


Liver function tests were normal, as 
was the full blood count. Her 
abdominal X-ray is shown below: 



What is the most likely diagnosis? 


A Porcelain gallbladder 
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Liver function tests were normal, as 
was the full blood count. Her 
abdominal X-ray is shown below: 



What is the most likely diagnosis? 


A Porcelain gallbladder 



Hydatid disease 


C Amoebic liver abscess 


D Pyogenic liver abscess 


E Retained foreign body from 

previous surgery 
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Hydatid disease is caused by the 
ingestion of Echinococcus granulosus, 
a dog tapeworm. It is common in parts 
of the world associated with raising 
sheep or cattle, including the Eastern 
Mediterranean, South America, the 
Middle East, Australia, and North and 
East Africa. 


The life cycle of E. granulosus includes 
a stage in pigs, cattle or sheep. It is 
passed to humans by direct contact 
with dogs or their faeces. Penetration 
through the duodenal wall permits the 
parasite to pass into the liver, from 
where it can spread to almost any 
organ. The liver is by far the most 
common site for hydatid cysts (60%), 
followed by the lungs (20%). Hydatid 
cysts can be asymptomatic, but 
enlarging cysts may cause localised 
pressure effects, such as pain or 
jaundice. Up to one-third of affected 
people have a peripheral eosinophilia. 


Complement fixation or 
haemagglutination tests are often (if 
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involving ELISA becoming increasingly 
prevalent too. About 40% of cysts 
calcify, and ultrasound or CT imaging 
frequently shows daughter cysts. Many 
asymptomatic cysts can be left alone. 
Pharmacological therapy with 
Albendazole can shrink cysts, a 
measure that may be used prior to 
surgery. Although aspiration was 
traditionally avoided due to the risk of 
anaphylaxis, it may now be used 
therapeutically under 
chemotherapeutic cover. 

Complications of untreated hydatid 
disease include involvement of other 
organs, secondary infection and cyst 
rupture. 


A I Porcelain gallbladder 


Firstly, affected people tend to 
describe a long history of gallstone 
disease (much longer than the four 
weeks of symptoms described), and 
would not be expected to have 
hepatomegaly. Secondly, radiographs 
of people with porcelain gallbladder 
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Amoebic liver abscess is not typically 
associated with calcification, so cannot 
explain the radiograph findings. 
Furthermore, a leukocytosis and 
abnormal liver enzymes would be 
expected if this were the diagnosis 
here. 


D Pyogenic liver abscess 

Pyogenic liver abscess is not typically 
associated with calcification, so cannot 
explain the radiograph findings. 
Furthermore, a leukocytosis and 
abnormal liver enzymes would be 
expected if this were the diagnosis 
here. 


E Retained foreign body from 

previous surgery 

It is unlikely that a foreign body would 
have been retained for twenty years 
after surgery without complication 
before now, and there is no surgical 
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A b2-year-old woman is reviewed in 
the Psychiatric Clinic for monitoring of 
her response to lithium therapy. She 
has a history of previous alcoholism, 
although she is now alcohol free, and 
has begun lithium therapy for bipolar 
disease some 6 months earlier. 

Physical examination in the clinic is 
unremarkable. 

You are concerned about the 
possibility of this leading to hepatic 
dysfunction. 

Which of the following is the most 
sensitive measure for lithium related 
hepatotoxicity? 


A AST 


B ALT 

C Alkaline phosphatase 

D Bilirubin 



E Gamma GT 
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Lithium use is particularly associated 
with a rise in gamma GT, and this is 
therefore the most sensitive way to 
monitor its effect on the liver. 


A AST 

AST is most useful in monitoring for 
alcoholic liver disease, where a ratio of 
AST:ALT >2 is suggestive of alcoholic 
liver disease. 


B ALT 

ALT is elevated in non-alcoholic 
steatohepatitis and may elevated in 
patients taking lithium, although GGT 
is a more sensitive measure of lithium- 
related hepatotoxicity. 


C Alkaline phosphatase 

Elevation in transaminases and gamma 
GT representing hepatocellular_ 
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B ALT 

ALT is elevated in non-alcoholic 
steatohepatitis and may elevated in 
patients taking lithium, although GGT 
is a more sensitive measure of lithium- 
related hepatotoxicity. 

C Alkaline phosphatase 

Elevation in transaminases and gamma 
GT representing hepatocellular 
dysfunction, rather than raised alkaline 
phosphatase, is more likely to be seen. 

D Bilirubin 

Acute liver injury with 
hyperbilirubinaemia is not usually 
associated with lithium use. 


Rate this question: 
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A 55-year-old man is admitted with a 
1-month history of dysphagia to solids. 
He has previously been fit and well 
and, on direct questioning, denies 
previous episodes of dysphagia or 
reflux. 


On examination, he appears cachectic, 
but there are no palpable masses on 
abdominal examination. An upper 
endoscopy is performed, which reveals 
a lower oesophageal mass. Biopsy of 
this mass reveals an adenocarcinoma. 

Which would be most appropriate test 
to perform next? 


A Oesophageal manometry 



CT chest, abdomen and pelvis 


C Barium swallow 


D CXR 


E Genetic screening of family 

members 
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CT chest, abdomen and pelvis 1 


The role of CT chest, abdomen and 
pelvis in oesophageal carcinoma is to 
stage the disease. The initial 
diagnostics can be confirmed from 
histology of oesphageal biopsies at 
endoscopy. The incidence of 
adenocarcinoma in the UK is rising, 
while that of squamous cell carcinoma 
is falling. 


A Oesophageal manometry 

This investigation will not provide you 
with any additional information on this 
tumour. Oesphageal manometry is 
usually performed to rule out 
dysmotility disorders of the 
oesophagus, such as achalasia. 


C Barium swallow 

An OGD has already been performed, 
so performing a barium swallow will 
not add any additional useful 
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An OGD has already been performed, 
so performing a barium swallow will 
not add any additional useful 
information to your findings. 


D CXR 

This will not provide any additional 
information on the tumour and so will 
have a limited use in this setting. 

E Genetic screening of family 

members 


Currently there is no role for genetic 
testing in oesphageal cancer, so this 
option is incorrect. 


Rate this question: 



Next Question 


Previous Question Tag Question 
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A 45-year-old man presents with an 
upper gastrointestinal (Gl) 
haemorrhage. He is a non-smoker and 
drinks only occasional wine. On further 
questioning, he admits to problems 
with indigestion over the past few 
months, for which he has tried over- 
the-counter Ranitidine tablets, and 
increasing diarrhoea. 


Upper Gl endoscopy reveals multiple 
small gastric ulcers and helicobacter 
testing is negative. He is willing to have 
a short period off Ranitidine to be 
properly investigated. 

Which of the following is the most 
appropriate investigation in this case? 


A Single fasting gastrin leve 


B Fasting gastrin on three 

different days 


C Basal acid output estimation 


D Secretin stimulation test 
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drinks only occasional wine. On further 
questioning, he admits to problems 
with indigestion over the past few 
months, for which he has tried over- 
the-counter Ranitidine tablets, and 
increasing diarrhoea. 


Upper Gl endoscopy reveals multiple 
small gastric ulcers and helicobacter 
testing is negative. He is willing to have 
a short period off Ranitidine to be 
properly investigated. 

Which of the following is the most 
appropriate investigation in this case? 


A Single fasting gastrin leve 

B Fasting gastrin on three 

different days 


C Basal acid output estimation 

D Secretin stimulation test 


E Protein meal test 
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drinks only occasional wine. On further 
questioning, he admits to problems 
with indigestion over the past few 
months, for which he has tried over- 
the-counter Ranitidine tablets, and 
increasing diarrhoea. 


Upper Gl endoscopy reveals multiple 
small gastric ulcers and helicobacter 
testing is negative. He is willing to have 
a short period off Ranitidine to be 
properly investigated. 

Which of the following is the most 
appropriate investigation in this case? 



A Single fasting gastrin leve 



C Basal acid output estimation 


D Secretin stimulation test 
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There is a suspicion that this patient 
may have Zollinger-Ellison syndrome 
as a result of a gastrinoma. The best 
initial screen is a fasting gastrin level 
on three separate days, as the 
secretion of gastrin is pulsatile. Three 
samples in the normal range make a 
gastrinoma unlikely. This is usually 
followed by basal acid output 
estimation and a secretin stimulation 
test. After this, patients usually move 
on to imaging studies. In the absence 
of metastases, surgical resection is 
advised. Octreotide, interferon and 
chemotherapy may be useful in non- 
surgically resectable lesions. 

A Single fasting gastrin level 

Gastrin has a short half-life and release 
is cyclical, hence re-measuring on 3 
separate days is recommended. 


C Basal acid outout estimation 
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Gastrin has a short half-life and release 
is cyclical, hence re-measuring on 3 
separate days is recommended. 


C Basal acid output estimation 

Basal acid output estimation is a 
subsequent test after elevated gastrin 
has been established. 


D Secretin stimulation test 

Like basal acid output estimation, 
secretin stimulation test is an 
investigation which follows the three 
gastrin measurements. 


E Protein meal test 

An arginine stimulation test is used in 
the evaluation of growth hormone 
deficiency. 


Rate this question: 











A 60-year-old woman is referred to 
the Gastroenterology Clinic by her 
general practitioner (GP) with a 4- 
month history of diarrhoea. She feels 
lethargic and has lost 3 kg in weight 
over the last few weeks. She has not 
passed any fresh blood or melaena per 
rectum. 

Over the past few months, she has had 
recurrent painful oral ulcers and has 
developed a particularly itchy skin 
rash. Her only past medical history is 
of hypertension, for which she takes an 
angiotensin-converting enzyme 
inhibitor. 

Routine blood tests reveal a 
normocytic anaemia. 

Which of the following tests is likely to 
be most useful in diagnosis? 

A Barium enema 


B Endoscopy and jejunal biopsy 


C Colonoscopy 
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rectum. 


Over the past few months, she has had 
recurrent painful oral ulcers and has 
developed a particularly itchy skin 
rash. Her only past medical history is 
of hypertension, for which she takes an 
angiotensin-converting enzyme 
inhibitor. 

Routine blood tests reveal a 
normocytic anaemia. 

Which of the following tests is likely to 
be most useful in diagnosis? 

A Barium enema 

B Endoscopy and jejunal biopsy 
C Colonoscopy 
D Small bowel follow-through 

E Stool microscopy and culture 
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month history of diarrhoea. She feels 
lethargic and has lost 3 kg in weight 
over the last few weeks. She has not 
passed any fresh blood or melaena per 
rectum. 

Over the past few months, she has had 
recurrent painful oral ulcers and has 
developed a particularly itchy skin 
rash. Her only past medical history is 
of hypertension, for which she takes an 
angiotensin-converting enzyme 
inhibitor. 

Routine blood tests reveal a 
normocytic anaemia. 

Which of the following tests is likely to 
be most useful in diagnosis? 



A Barium enema 


B 
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Coeliac disease is a common and 
underdiagnosed condition, which may 
present at any age. It is a 
hypersensitivity to gluten found in 
wheat, rye and barley. The gliadin 
fraction of the protein provokes an 
inflammatory response causing 
subtotal or total villous atrophy of the 
small bowel resulting in malabsorption. 
It classically presents with a history of 
diarrhoea, weight loss, oral ulceration, 
lethargy and anaemia (folate, B 12 or 
iron-deficient). There is an association 
with dermatitis herpetiformis, a very 
pruritic polymorphic skin rash, and an 
increased risk of developing 
gastrointestinal malignancy. Treatment 
is by maintaining a strict diet avoiding 
foods containing wheat, rye, oats or 
barley. 


A Barium enema 

Coeliac disease affects the small bowel 
rather than the large bowel, and 
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rather than the large bowel, and 


therefore a barium enema which would 
investigate the large bowel is not 
useful. 


C Colonoscopy 

Coeliac disease affects the small bowel 
rather than the large bowel, and 
therefore a colonoscopy is not useful. 


D Small bowel follow-through 

It is important to get a tissue diagnosis 
for coeliac disease, and therefore the 
jejunal biopsy would be diagnostic 
rather than a small bowel follow- 
through. 


E Stool microscopy and culture 

Coeliac disease is not an infective 
process, and therefore stool 
microscopy and culture would be 
normal. 
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A 50-year-old man presents with 
shortness of breath. He is a known 
alcoholic and has a past history of 
ischaemic heart disease. 

On examination, he looks jaundiced 
but his abdomen is soft and non¬ 
tender. His blood pressure is 109/82 
mmHg, pulse is 80 and regular and his 
chest sounds clear with good breath 
sounds bilaterally. 

Investigations: 


Hb 

7.0 g/dl (elevated 
reticulocytes) 

WCC 

8.2 x 10 9 /l 

PLT 

92 x 10 9 /l 

Na + 

137 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

85 umol/l 

Bilirubin 

35 |jmol/l 

GGT 

400 IU/1 

Cholesterol 

10 mmol/l 
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Creatinine 85 |jmol/l 

Bilirubin 35 pmol/l 

GGT 400 IU/1 

Cholesterol 10 mmol/I 


Which of the following diagnoses do 
you think he has? 


A Zieve syndrome 


B Whipple’s disease 

C Crigler Najjar syndrome 

D Gilbert syndrome 

E Non-alcoholic steatohepatitis 

syndrome (NASH) 
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alcoholic and has a past history of 
ischaemic heart disease. 



On examination, he looks jaundiced 
but his abdomen is soft and non¬ 
tender. His blood pressure is 109/82 
mmHg, pulse is 80 and regular and his 
chest sounds clear with good breath 
sounds bilaterally. 


Investigations: 


Hb 

7.0 g/dl (elevated 

reticulocytes) 

wcc 

PLT 

8.2 x 10 9 /l 

92 x 10 9 /l 

Na + 

137 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

85 |jmol/l 

Bilirubin 

GGT 

35 |jmol/l 

400 IU/1 

Cholesterol 

10 mmol/l 


Which of the following diagnoses do 
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Zieve syndrome occurs in patients with 
excessive alcohol consumption, with 
haemolysis and severe 
hyperlipidaemia, abdominal pain and 
transient mildly raised bilirubin. It 
usually occurs in males and resolves 
once alcohol consumption is stopped. 


B Whipple's disease 

Whipple’s disease is a cause of 
gastrointestinal (Gl) malabsorption, 
and is caused by the Gram-positive 
bacterium Tropheryma whippelii. It is 
also associated with joint pains. 


C Crigler Najjar syndrome 

Crigler-Najjar syndrome is a rare 
congenital disorder of bilirubin 
conjugation. It has two distinct forms, 
type 1 and type 2: type 2 patients can 
survive to adulthood without any 
neurological impairment, whereas this 

imnairment is seen in neonates in tvne 
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Crigler-Najjar syndrome is a rare 
congenital disorder of bilirubin 
conjugation. It has two distinct forms, 
type 1 and type 2: type 2 patients can 
survive to adulthood without any 
neurological impairment, whereas this 
impairment is seen in neonates in type 
1 cases. 


D Gilbert syndrome 

Gilbert syndrome is a benign cause of 
isolated hyperbilirubinaemia episodes 
of jaundice can be triggered by illness, 
surgery or dehydration. 


E Non-alcoholic steatohepatitis 

syndrome (NASH) 

NASH is fatty liver disease unrelated to 
alcohol exposure and is seen in obese 
patients with insulin resistance, 
including those with type 2 diabetes. 


Rate this question: 
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A 32-year-old psychiatric patient was 
found to have iron deficiency anaemia 
on routine blood testing and was 
referred for an opinion. She 
complained of anorexia, fullness in her 
abdomen and, more recently, vomiting 
after eating solids. She was not 
vegetarian and said that she ate a 
varied diet, although she does suffer 
from menorrhagia. She has lost a little 
weight recently. 


Examination reveals a large mass in her 
upper abdomen. This is found to be 
non-tender, non-pulsatile and not to 
move on ventilation. Other than pale 
conjunctivae and thinning hair, no 
other signs were found. Her blood 
tests confirmed iron deficiency 
anaemia, but were otherwise normal. 


Her plain abdominal X-ray is shown: 
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Her plain abdominal X-ray is shown: 



Which of the following is the most 
likely diagnosis? 


A Bezoar 


B Gastric carcinoma 


C Duodenal ulcer 


D Pancreatic carcinoma 


E Cystocele of the gallbladder 
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A 32-year-old psychiatric patient was 
found to have iron deficiency anaemia 
on routine blood testing and was 
referred for an opinion. She 
complained of anorexia, fullness in her 
abdomen and, more recently, vomiting 
after eating solids. She was not 
vegetarian and said that she ate a 
varied diet, although she does suffer 
from menorrhagia. She has lost a little 
weight recently. 


Examination reveals a large mass in her 
upper abdomen. This is found to be 
non-tender, non-pulsatile and not to 
move on ventilation. Other than pale 
conjunctivae and thinning hair, no 
other signs were found. Her blood 
tests confirmed iron deficiency 
anaemia, but were otherwise normal. 


Her plain abdominal X-ray is shown: 
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A I Bezoar 


The X-ray shows a mass arising from 
the upper central abdomen. This 
appears to contain both air and some 
other material. The rest of the bowel is 
displaced interiorly. The mass is 
therefore likely to be gastric in origin. 

This woman had a bezoar, which when 
removed was found to have a weight 
of 3kg. Bezoars are concretions of 
foreign material within the 
gastrointestinal tract, and are 
described in many forms, including hair 
(trichobezoar), vegetable matter 
(phytobezoar) and persimmon. 
Predisposing factors include ingesting 
indigestible matter (which may be part 
of a psychiatric disorder), inadequate 
chewing, gastric stasis (which may be 
caused by the bezoar itself), and 
previous gastric surgery. Trichophagia 
(hair-eating) is often found in people 
with trichotillomania (compulsive 
pulling out of hair). 

Treatments include enzymatic or 
chemical dissolution of the bezoar (i.e. 
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Treatments include enzymatic or 
chemical dissolution of the bezoar (i.e. 
pancreatic enzymes, cola, pineapple 
juice, etc), mechanical methods (i.e. 
endoscopic disruption), and laser 
fragmentation. Larger bezoars, 
however, often require surgical 
intervention. 


B Gastric carcinoma 

Although gastric malignancy can cause 
gastric outflow obstruction, for the 
stomach to enlarge to this size must 
have taken a considerable period of 
time. Furthermore, gastric outflow 
obstruction tends to present with 
vomiting before the stomach becomes 
as dilated as this. 


C Duodenal ulcer 

Although duodenal ulcer can cause 
gastric outflow obstruction, for the 
stomach to enlarge to this size must 
have taken a considerable period of 
time. Furthermore, gastric outflow 
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time. Furthermore, gastric outflow 
obstruction tends to present with 
vomiting before the stomach becomes 
as dilated as this. 


D Pancreatic carcinoma 

Although pancreatic carcinoma can 
cause gastric outflow obstruction, for 
the stomach to enlarge to this size 
must have taken a considerable period 
of time. Furthermore, gastric outflow 
obstruction tends to present with 
vomiting before the stomach becomes 
as dilated as this. 

E Cystocele of the gallbladder 

Although gallbladder cystocele can 
cause gastric outflow obstruction, for 
the stomach to enlarge to this size 
must have taken a considerable period 
of time. Furthermore, gastric outflow 
obstruction tends to present with 
vomiting before the stomach becomes 
as dilated as this. 
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A 62-year-old heavy smoker presents 
to his general practitioner with 
increasingly severe heartburn and 
indigestion. He currently works as a 
postman and is able to cycle his bike 
around the local villages delivering 
mail. A recent trial of ranitidine has not 
affected his symptoms. He also admits 
to drinking 20 units of alcohol per 
week. There was an admission with 
chest pain some 6 months previously 
and he has lost 3 kg in weight over the 
past month. 


On examination, his BP is 122/72 
mmHg, with pulse 72/min and regular. 
He has mild epigastric tenderness. Full 
blood count is normal. 


Which of the following is the 
investigation of choice in this case? 


A Oesophageal manometry 


B Upper gastrointestina 

endoscopy 



C Barium swallow 
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to drinking 20 units of alcohol per 
week. There was an admission with 
chest pain some 6 months previously 
and he has lost 3 kg in weight over the 
past month. 


On examination, his BP is 122/72 
mmHg, with pulse 72/min and regular. 
He has mild epigastric tenderness. Full 
blood count is normal. 


Which of the following is the 
investigation of choice in this case? 


A Oesophageal manometry 

B Upper gastrointestinal 

endoscopy 


C Barium swallow 


D Chest X-ray 

E Exercise ECG 
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A 62-year-old heavy smoker presents 
to his general practitioner with 
increasingly severe heartburn and 
indigestion. He currently works as a 
postman and is able to cycle his bike 
around the local villages delivering 
mail. A recent trial of ranitidine has not 
affected his symptoms. He also admits 
to drinking 20 units of alcohol per 
week. There was an admission with 
chest pain some 6 months previously 
and he has lost 3 kg in weight over the 
past month. 


On examination, his BP is 122/72 
mmHg, with pulse 72/min and regular. 
He has mild epigastric tenderness. Full 
blood count is normal. 


Which of the following is the 
investigation of choice in this case? 



A Oesophageal manometry 
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Taking into account this patient’s 
smoking and alcohol history and his 
age, upper Gl malignancy must be 
excluded. The gold standard 
investigation of choice would be 
endoscopy. Even if no malignancy is 
found, Barrett’s oesophagus needs 
excluding as this has a 30-50-fold 
increased risk of adenocarcinoma of 
the oesophagus compared to the 
general population. For this reason, 
patients are usually managed with 
high-dose proton pump inhibitor 
therapy and re-endoscopied every 2-3 
years when Barrett’s is found. Where 
there is high-grade dysplasia, 
oesophagectomy may be 
recommended. 


A Oesophageal manometry 

Oesophageal manometry is usually 
considered when reflux is suspected 
and endoscopy is equivocal, or for 

pxamnlp whprp thprp prp nocturnal 
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Oesophageal manometry is usually 
considered when reflux is suspected 
and endoscopy is equivocal, or for 
example where there are nocturnal 
reflux symptoms. 


C Barium swallow 

Barium swallow may miss small 
malignant lesions and is therefore ill- 
advised here. 


D Chest X-ray 

Chest X-ray is not of value in 
determining whether myocardial 
ischaemia or reflux is the cause of his 
symptoms. 


E 


Exercise ECG 


Given that this patient cycles for his 
job, it is highly unlikely that an exercise 
tolerance test will be useful. 




Rate this question: 
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Question 1 of 100 


A 41-year-old woman is referred with 
fatigue and general body itching. She 
has a history of hypothyroidism and is 
on thyroxine as replacement therapy. 
Her clinical examination is normal. She 
drinks approximately 10 units of 
alcohol per week and is a non-smoker. 

On examination, her BP is 142/85 
mmHg, pulse is 75/min and regular. 
Cardiovascular and respiratory 
examination is unremarkable. There are 
scratch marks on examination of her 
upper body, and spider naevi 
consistent with chronic liver disease. 


Bloods: 


Bilirubin 

16 pmol/l 

ALP 

321 U/l 

ALT 

124 U/l 

Albumin 

36 g/l 

fT4 

17.5 pmol/l (10-22) 

TSH 

2.13 mU/l (0.4-5) 

WCC 

8.2 x 10 9 /l 




o 






wcc 


8.2 x 10 9 /l 

Hb 14.3 g/dl 

PLT 345 x 10 9 /l 

Renal function Normal 

Serum Increase in the IgM 

electrophoresis fraction 

Which investigation is most likely to 
be positive in this scenario? 

A Myeloma screen 

B Smooth muscle 

autoantibodies 

C Anti-mitochondrial antibodies 

D Anti-liver kidney microsomes 

(LKM) antibody 

E Bone marrow aspiration 
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C I Anti-mitochondrial antibodies 


Most likely diagnosis in this patient is 
Primary biliary cirrhosis (PBC), which is 
a condition of gradual destruction of 
the intrahepatic bile ducts, leading to 
fibrosis and cholestasis and ultimately 
hepatic cirrhosis, usually presented in 
middle aged women. Pruritis, fatigue 
and elevated alkaline phosphatase are 
some of the characteristic features 
seen in PBC. Anti-mitochondrial 
antibodies test is specific to PBC, as 
these antibodies are present in more 
than 90 % of cases. 


A Myeloma screen 

Myeloma is a disease of older adults, 
characterized by bone pain, anaemia 
and kidney disease. Majority of 
patients with myeloma will have a 
monoclonal spike in the gamma or 
beta regions on protein 
electrophoresis, however, myeloma 
screening in this patient is less likely to 
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D Anti-liver kidney microsomes 

(LKM) antibody 

Anti-liver kidney microsomes (LKM) 
antibody also known as CYP2D6 
antibody, is useful in diagnosis of 
autoimmune hepatitis. Patients with 
type 2 autoimmune hepatitis show a 
positive anti-LKM-1 antibody, but the 
result is not definitive. A liver biopsy 
may be performed to help confirm the 
diagnosis. If the anti-LKM-1 test is 
negative, but smooth muscle 
antibodies and/or antinuclear 
antibodies are positive, then it is likely 
to be type 1 autoimmune hepatitis. This 
patient is most likely suffering from 

PBC. 

E Bone marrow aspiration 

Bone marrow aspiration is non - 
specific for the diagnosis of PBC. 


Rate this question: 
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A 55-year-old actor is referred to 
outpatients after a routine medical 
revealed abnormal liver function tests 
with elevated y-glutamyl transferase 
(GGT). He feels well in himself apart 
from occasional bouts of 
breathlessness. He has no past medical 
history. He takes occasional non¬ 
steroidal anti-inflammatory drugs 
(NSAIDs) for aching joints in his hands; 
he smokes 20 cigarettes per day but is 
teetota I. 


Examination reveals no abnormality 
except mild ankle oedema. Further 
blood examinations are outlined below. 
An ultrasound scan of the liver reveals 
no abnormalities. 


Hb 

15.2 g/dl 

Urea 

7.0 mmol/l 

Creatinine 

100 (jmol/l 

Random blood glucose 

4.5 mmol/l 

Bilirubin 

12 |jmol/l 
(1-22) 

Aspartate transaminase 

10 U/l (1- 
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Aspartate transaminase 
(AST) 

10 U/l (1- 
31) 

Alanine amino 
transferase (ALT) 

14 U/l (5- 
35) 

Alkaline phosphatase 

60 U/l (45- 
105) 

Albumin 

45 g/l (37- 
49) 

Serum ferritin 

900 pig/l 

Transferrin saturation 

90% 

HBSAg 

Negative 

HBeAb 

Positive 

Auto-antibodies 

Negative 

Prothrombin time (PT) 

12 s (11.5- 
15.5) 


Which one of the following would be 
the most appropriate treatment for 
him? 


□ 


A Venesection 
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Auto-antibodies 

Negative 

Prothrombin time (PT) 

12 s (11.5- 
15.5) 


Which one of the following would be 
the most appropriate treatment for 

him? 

A Venesection 

B Penicillamine treatment 

C Desferrioximine treatment 

D Ursodeoxycholic acid 

E Referral for liver 

transplantation 
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Question 2 of 100 

A I Venesection 


The high serum ferritin and transferrin 
saturation in the absence of 
biochemical or ultrasonographic 
evidence of cirrhosis points to a 
diagnosis of genetic 
haemochromatosis. 

Haemochromatosis is a recessive 
condition caused by mutations of the 
HFE gene, which can be confirmed by 
genetic screening. Liver biopsy is not 
necessary for diagnosis and is only 
recommended for those patients who 
have features associated with a high 
probability of cirrhosis (abnormal 
alanine aminotransferase, ferritin 
>1000 (jg/l and hepatomegaly). Iron 
overload affects several organs in the 
body including the heart, pancreas and 
pituitary, however only 17% of non¬ 
cirrhotic patients will have manifest 
diabetes at diagnosis. Repeated 
venesection until iron indices return to 
normal is the cheapest and most 
effective treatment. 


C I Desferrioximine treatment 
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C I Desferrioximine treatment 


Desferrioxamine, an iron chelator, is 
not used for the treatment of 
haemochromatosis except in rare 
situations, when venesection is 
impracticable. 


B Penicillamine treatment 

Penicillamine is a copper chelator that 
can be used in the treatment of 
Wilson’s disease, not 
haemochromatosis. 


D Ursodeoxycholic acid 

Ursodeoxycholic acid is used in the 
treatment of primary biliary cirrhosis 
(PBC), and does not have a role in the 
management of haemochromatosis. 


E Referral for liver 

transplantation 

I iver fransnlanfafion is an onfion for 
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Question 3 of 100 


A 53-year-old woman presents with 
jaundice and generalised itching. She 
has been feeling 'washed out’ for many 
months, but has been very busy at 
home and didn’t want to bother the 
doctor. She has a past history of 
hypothyroidism for which she takes 
thyroxine replacement, and she 
received a blood transfusion some 12 
years earlier. 


On examination, her BP is mildly 
elevated at 155/94 mmHg and her BMI 
is 29. She has xanthelasma and scratch 
marks consistent with her history of 
itching. She has jaundiced sclerae. 


Investigations: 


Hb 

12.1 g/dl 

wcc 

9.2 x 

10 9 /l 

PLT 

201 x 

10 9 /l 

Na + 

139 

mmol/l 

[K + 

4.9 
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Creatinine 

145 

[j mo I/I 

TSH 

2.1 U/l 

IgM 

elevated 

ALT 

135 U/l 

ALK P 

425 U/l 

Bilirubin 

82 pmol/l 

Anti-mitochondrial 

antibodies 

positive 


Which of the following is the most 
likely diagnosis? 

A Primary sclerosing cholangitis 

B Primary biliary cirrhosis 

C Autoimmune hepatitis 

D Chronic hepatitis B infection 


E Pancreatic carcinoma 
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Primary biliary cirrhosis 



Anti-mitochondrial antibodies are 
present in 90-95% of patients with 
primary biliary cirrhosis, and are said 
to be 98% specific for the disease. The 
history of chronic fatigue, slowly 
progressive itching and jaundice is 
typical of the condition. It is also 
strongly associated with other 
autoimmune disorders. 
Ursodeoxycholic acid is the medical 
treatment of choice, although any 
evidence of effect on treatment 
progression is somewhat unclear, with 
no evidence of an effect on mortality 
seen in clinical studies. Evidence of an 
effect of immune modifying agents is 
also mixed, with none showing a 
definitive effect on disease 
progression. Inevitably, liver transplant 
is the late treatment of choice, with up 
to 16% of patients showing a 
recurrence of their disease after 5 
years. 


A Primary sclerosing cholangitis 
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A Primary sclerosing cholangitis 

Primary sclerosing cholangitis may be 
asymptomatic or patients may 
complain of itching, fatigue, jaundice 
or pale/oily stools (steatorrhoea) 
secondary to malabsorption. It is 
associated with pANCA, antinuclear 
antibodies and anti-smooth muscle 
antibodies. Imaging either by ERCP or 
MRCP typically shows ‘beading’ of the 
bile ducts secondary to strictures. 

C Autoimmune hepatitis 

Although this condition occurs mainly 
in females and is associated with the 
presence of other autoimmune 
conditions, patients usually have 
positive antinuclear, anti-smooth 
muscle and anti-liver kidney 
microsomal-1 antibodies. 


D Chronic hepatitis B infection 
This patient has previously received a 

HIooH fr^ncfi icinn ^nH 1-horofr^ro rni ilH 
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D Chronic hepatitis B infection 

This patient has previously received a 
blood transfusion and therefore could 
potentially have contracted hepatitis B 
infection. However, the presence of 
elevated IgM levels and anti- 
mitochondrial antibodies is not 
consistent with hepatitis B infection. In 
chronic hepatitis B infection you would 
expect to see HBcAg (also present if 
previous infection), anti-HBc IgG 
(marker of current or past infection) 
and HBeAg. 


E Pancreatic carcinoma 

Pancreatic carcinoma would usually 
present with abdominal pain, typically 
radiating through to the back, weight 
loss and obstructive jaundice. 


Rate this question: 



Next Question 
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Question 4 of 100 


A 36-year-old female presents with a 
3-week history of anorexia, malaise 
and nausea. She has now developed 
some RUQ tenderness. Her past history 
includes developing Hashimoto’s 
disease after her first pregnancy. Her 
medication includes thyroxine. She 
smokes 20 cigarettes/day and drinks 
anything up to a bottle of wine with 
her dinner. She is married with two 
children. 


On examination, she is jaundiced and 
has palmar erythema. She has spider 
naevi over her upper arms and chest. 
She has a 3 cm tender liver edge below 
the right costal margin and a 2 cm 
splenic edge beneath the left costal 
margin. 

On examination of the peripheral 
nervous system, there is evidence of 
decreased sensation to light touch at 
L5/S1 bilaterally. 


Investigations: 


ALT 

874 u/1 

Bilirubin 

164 |jmol/l 
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ALT 

874 u/l 

Bilirubin 

164 [jmol/l 

ALP 

235 U/l 

Albumin 

24 g/l 

INR 

1.5 

Total protein 

80 g/l 

igG 

30 g/l (6- 
13) 

IgA 

2.1 g/l 

(0.8-3.0) 

IgM 

4.6 g/l 
(0.4-2.5) 

Anti-smooth muscle 
antibody titre 

1:320 


What is the most likely diagnosis? 


A 

B 


Primary biliary cholangitis 


Auto-immune hepatitis 
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IgA 


2Tg7l 

(0.8-3.0) 

IgM 


4.6 g/l 
(0.4-2.5) 

Anti-smooth muscle 
antibody titre 

1:320 



What is the most likely diagnosis? 


A Primary biliary cholangitis 

B Auto-immune hepatitis 

C Alcoholic liver disease 


D Sclerosing cholangitis 
E Chronic viral hepatitis 
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B I Auto-immune hepatitis 


Auto-immune hepatitis has an 
unknown aetiology, although 60% of 
patients will have an associated 
condition such as Hashimoto’s 
thyroiditis, keratoconjunctivitis sicca, 
rheumatoid arthritis, peripheral 
neuropathy or ulcerative colitis. It can 
either have a slow onset or present 
with a rapid history of jaundice, 
hepatosplenomegaly and deranged 
liver function, with a low albumin, 
prolonged INR and evidence of 
extensive hepatic necrosis. 


The hallmark of the diagnosis is liver 
biopsy. IgG will usually be elevated 
with a normal IgM and IgA, although 
some elevation in IgM may be seen. 
Anti-nuclear antibody (ANA) and anti¬ 
smooth muscle are also elevated. 
Treatment is with high-dose 
corticosteroids. Azathioprine and 
occasionally cyclosporin are used as 
steroid-sparing agents in remission. In 
end-stage hepatic failure, liver 
transplantation is the treatment of 
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The main complaint in PBC is fatigue 
and pruritus. One would expect to see 
a more striking rise in ALP and Gamma 
GT, relative to the aminotransferase 
levels. The important serological test is 
anti-mitochondrial antibodies, which 
are present in 95% of cases. 


C Alcoholic liver disease 

This could present similarly to AIH, 
with chronic elevation of 
aminotransferases. In addition, the 
patient in this case does drink in 
excess of the recommended weekly 
alcohol intake. However, one would not 
expect positive autoantibodies. 


D Sclerosing cholangitis 


Clinical features of primary sclerosing 
cholangitis can overlap with 
autoimmune hepatitis. However, the 
former is more common in men, 
particularly those with a history of 
inflammatory bowel disease. One 
would also expect to see a markedly 
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You are asked to review a 78-year-old 
woman who is recovering from a 
fractured femoral neck on the 
Orthopaedic Ward. She was given 
broad-spectrum intravenous (iv) 
antibiotics for a large sacral pressure 
sore and has now developed profuse 
watery diarrhoea with abdominal 
cramps and blood. She has a history of 
multi-infarct dementia and has become 
progressively more confused after the 
past 48 h. 

On examination, she is pyrexial (38.4 
°C), her BP is 100/60 mmHg and pulse 
is 88/min and regular. Stool is positive 
for C. difficile toxin. She is commenced 
on an IV infusion. 

Which of the following is the most 
appropriate antibiotic treatment? 

A Amoxycillin 

B Cefotaxime 

C Ciprofloxacin 
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Question 5 of 100 

D I Metronidazole 


Oral metronidazole is a standard 
therapy for mild and moderate cases 
of CDI. Oral vancomycin is used in 
severe cases, while fidaxomicin is 
indicated in cases not responding to 
vancomycin. 

CDI is the major identifiable cause of 
antibiotic-associated diarrhoea, and is 
responsible for 15-25 % of all cases. 

Data from the USA and Europe 
suggest that the incidence of CDI may 
have reached a crescendo in recent 
years and is levelling off or slightly 
declining. However, the overall 
incidence has increased to the point of 
surpassing rates of methicillin-resistant 
S. aureus infections. 

Reference : Loo, V.G., Poirier, L., Miller, 
M.A. et al. (2005). A predominantly 
clonal multi-institutional outbreak of 
Clostridium difficile - associated 
diarrhea with high morbidity mortality. 
N Engl J Med 353:2442-9. 

1. Antibiotic classes with highest risk 
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N Engl J Med 353:2442-9. 


1. Antibiotic classes with highest risk 
regarding C. difficile (odds ratio 5 
or more). Clindamycin carries the 
highest risk of CDI, with an odds 
ratio of about 17-20 compared to 
no antibiotic exposure. 
Fluoroquinolones, cephalosporins, 
aztreonam and carbapenems 
carry a fairly high risk, all being 
associated with an odds ratio of 
approximately 5 compared to no 
antibiotic exposure. 

2. Antibiotic classes with moderate 
risk regarding C. difficile (odds 
ratio 1-5). Macrolides, 
sulfonamides/trimethoprim and 
penicillins are associated with a 
moderate risk of CDI, with odds 
ratios between about 1.8 and 3.3. 
Within this group, penicillins are 
generally associated with a 
slightly higher risk (odds ratio 
about 50% higher) compared to 
macrolides and 
sulfonamides/trimethoprim. 


One study performed by Fred et a 
comoared the effectiveness of 
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One study performed by Fred et al. 
compared the effectiveness of 
metronidazole and vancomycin, and 
found the latter more effective in 
patients with severe C. difficile- 
associated diarrhoea. 

Reference: Fred, A., Zar Srinivasa, R., 
Bakkanagari, K.M., Moorthi and Davis, 
M.B. (2017). A comparison of 
vancomycin and metronidazole for the 
treatment of Clostridium difficile- 
associated diarrhea, Stratified by 
disease severity. 


A Amoxycillin 

Increased incidence of C. difficile 
infection (CDI) has been attributed to 
various risk factors, including 
resistance to fluoroquinolones, use of 
penicillin and clindamycin, a newly 
discovered virulent strain of C. difficile 
(B1/NAP1/027) and an elderly patient 
population. Thus, aSeveral case reports 
have shown penicillin to be among the 
major independent factors for 
development of CDI. Studies by 
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Question 6 of 100 


A 52-year-old man with a long¬ 
standing history of ulcerative colitis 
attends the clinic for review. He was 
also diagnosed with primary sclerosing 
cholangitis (PSC) some years earlier 
and his LFTs have been monitored. 
Recently, he has become severely 
jaundiced and requested an urgent 
hospital appointment. 

Ultrasound demonstrated ductal 
dilatation with other areas of 
stricturing consistent with the PSC. 

MRI cholangiography demonstrated 
marked ductal dilatation and a hilar 
lesion consistent with a 
cholangiocarcinoma. There was 
evidence of local lymphatic invasion 
with enlarged lymph nodes around the 
porta hepatis. 

Which of the following represents the 
most appropriate management of this 
case? 


A Referral for chemotherapy 

B Stenting of the lesion 
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MRI cholangiography demonstrated 
marked ductal dilatation and a hilar 

lesion consistent with a 
cholangiocarcinoma. There was 
evidence of local lymphatic invasion 
with enlarged lymph nodes around the 
porta hepatis. 

Which of the following represents the 
most appropriate management of this 
case? 

A 

Referral for chemotherapy 

B 

Stenting of the lesion 

C 

Referral for lobectomy 

D 

Referral for liver 
transplantation 

E 

Referral for Whipple’s 
procedure 
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standing history of ulcerative colitis 
attends the clinic for review. He was 
also diagnosed with primary sclerosing 
cholangitis (PSC) some years earlier 
and his LFTs have been monitored. 
Recently, he has become severely 
jaundiced and requested an urgent 
hospital appointment. 

Ultrasound demonstrated ductal 
dilatation with other areas of 
stricturing consistent with the PSC. 

MRI cholangiography demonstrated 
marked ductal dilatation and a hilar 
lesion consistent with a 
cholangiocarcinoma. There was 
evidence of local lymphatic invasion 
with enlarged lymph nodes around the 
porta hepatis. 

Which of the following represents the 
most appropriate management of this 
case? 



Your answer was incorrect 
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standing history of ulcerative colitis 
attends the clinic for review. He was 
also diagnosed with primary sclerosing 
cholangitis (PSC) some years earlier 
and his LFTs have been monitored. 
Recently, he has become severely 
jaundiced and requested an urgent 
hospital appointment. 

Ultrasound demonstrated ductal 
dilatation with other areas of 
stricturing consistent with the PSC. 

MRI cholangiography demonstrated 
marked ductal dilatation and a hilar 
lesion consistent with a 
cholangiocarcinoma. There was 
evidence of local lymphatic invasion 
with enlarged lymph nodes around the 
porta hepatis. 

Which of the following represents the 
most appropriate management of this 
case? 



Your answer was incorrect 
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Question 6 of 100 


Explanation 



B I Stenting of the lesion 


There is evidence from the MRI scan 
that this patient has 
cholangiocarcinoma with local 
invasion. As such, attempted surgical 
removal is likely to be unsuccessful. 

For this reason the treatment of choice 
is stenting via ERCP. The procedure is 
successful at relieving symptoms of 
jaundice and may also relieve 
associated lethargy and fatigue. Most 
patients with severe PSC are surveyed 
for the possible development of 
cholangiocarcinoma and are 
recommended for liver transplantation 
before this occurs. Stent replacement 
may be required every 3-6 months, 
and adjuvant radiotherapy post stent 
placement may prolong survival for as 
long as 17 months. Resectable lesions 
are associated with a 5-year survival as 
high as 40%. 


D I Referral for liver 
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By the time local invasion has 
occurred, liver transplantation isn’t an 
option. Where lesions are resectable, 
however, 5-year survival may be as 
high as 40%. Transplantation is the aim 
for severe disease before cancer 
develops. 


A Referral for chemotherapy 

5-FU and cisplatin are commonly used 
agents for cholangiocarcinoma, their 
effects are however limited, meaning 
that chemotherapy isn’t the preferred 
option. 

C Referral for lobectomy 

Local lymph node invasion has already 
occurred hence lobectomy isn’t an 
option for treatment here. In any case 
lobectomy risks a new focus of cancer 
developing in the unresected portion 
of the liver. 


E Referral for Whipple’s 
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A 55-year-old man attended the 
Emergency Department with 
haematemesis 30 min previously. He is 
visiting the UK from Africa, but had 
been well prior to presentation. 

On arrival, he was shocked and pale 
and therefore underwent upper 
gastrointestinal endoscopy after 
adequate resuscitation. 


Investigations: 


Hb 

6.6 g/dl 

MCV 

65 fl 

WCC 

6.0 x 10 9 /l 

PLT 

87 x 10 9 /l 

Albumin 

40 g/l 

Bilirubin 

5 |jmol/l 

AST 

12 U/l 

ALT 

12 U/l 

ALP 

66 U/l 

INK 

1.0 
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ALP 

66 U/l 

INR 

1.0 


Examination of the oesophagus 
revealed two large varices with 
stigmata of recent bleeding. No blood 
was seen but two red worms, about 10 
mm in length, were noted adherent to 
the mucosa in the duodenum. 

Which of the following is he most 
likely to be infected with? 

A Trichuris trichiura 

B Schistosoma haematobium 

C Strongyioides stercoralis 

D Enterobius vermicularis 

E Necator americanus 
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Although part of the explanation for 
this man's anaemia may be his 
haemorrhage, Gl haemorrhage does 
not typically cause haemodilution this 
quickly, and his very marked 
microcytosis also implies that another 
factor is contributing to this. The 
presence of worms is the probable 
explanation here; the commonest 
cause of iron-deficiency anaemia 
worldwide being hookworm infection 
(A/, americanus and Ancylostoma 
duodena/e ), which affects 25% of the 
global population. Mebendazole or 
albendazole is the treatment of choice. 


B I Schistosoma haematobium 


S. haematobium affects the urinary 
tract rather than the liver and Gl tract. 
Treatment is with praziquantel. 


A Trichuris trichiura 

T. trir.hiura infests the distal ileum and 
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E I Necator americanus 


Although part of the explanation for 
this man's anaemia may be his 
haemorrhage, Gl haemorrhage does 
not typically cause haemodilution this 
quickly, and his very marked 
microcytosis also implies that another 
factor is contributing to this. The 
presence of worms is the probable 
explanation here; the commonest 
cause of iron-deficiency anaemia 
worldwide being hookworm infection 
(A/, americanus and Ancylostoma 
duodena/e'), which affects 25% of the 
global population. Mebendazole or 
albendazole is the treatment of choice. 


B I Schistosoma haematobium 


S. haematobium affects the urinary 
tract rather than the liver and Gl tract. 
Treatment is with praziquantel. 


A Trichuris trichiura 

T. trir.hiura infests the distal ileum and 
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S. haematobium affects the urinary 
tract rather than the liver and Gl tract. 
Treatment is with praziquantel. 


A Trichuris trichiura 

T. trichiura infests the distal ileum and 
colon, and with heavy infestation may 
cause diarrhoea and Gl bleeding. 


C Strongyloides stercoralis 

S. stercoralis is not visible to the naked 
eye, and may cause malabsorption. 


D Enterobius vermicularis 

E vermicularis lives in the colon, is 
more common in temperate climates 
and may cause pruritus ani. 


Rate this question: 
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A 43-year-old medical secretary with 
dermatomyositis is referred from the 
dermatologist with a short history of 
dysphagia. She has been using the 
food processor to liquidise her solid 
food but now find fluids increasingly 
difficult, too. The pain is worse in the 
throat at the beginning of each meal 
and eases with each mouthful. 

She has no previous history of 
dyspepsia. She is a long-term heavy 
smoker and drinks socially. Her mother 
had a gastrectomy for peptic ulcer 
disease. She now wakes up at night 
very breathless. She finds eating very 
distressing and feels that she has lost 
weight. 


Investigations: 


Hb 

9.0 g/dl 

WCC 

8.5 x 10 9 /l 

PLT 

199 x 10 9 /l 

Na + 

138 mmol/l 

K + 

3.9 mmol/l 

( " \r 4" 1 i 
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PLT 

199 x 10 9 /l 

Na + 

138 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

95 |jmol/l 

ESR 

78 mm/1 st h 


Which of the following is the most 
likely diagnosis? 



Oesophageal carcinoma 


B Systemic sclerosis 

C Benign peptic stricture 

D Tracheo-oesophageal fistula 

E Bronchial carcinoma with 

oesophageal metastases 
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The history of rapid progression from 
solid to liquid dysphagia is suggestive 
of a malignant oesophageal lesion, 
which like bronchial carcinoma is 
associated with dermatomyositis. In 
order to confirm the diagnosis of 
oesophageal malignancy, a histology 
sample is required. Once diagnosis is 
confirmed, a computed tomography 
scan is necessary to assess for disease 
extent to consider surgical 
resectability. The following are risk 
factors for oesophageal carcinoma: 
male sex, heavy smoking, Barrett’s 
oesophagus, achalasia, coeliac disease, 
and tylosis pylori (autosomal 
dominant, hyperkeratosis of the palms 
and soles). 


E I Bronchial carcinoma with 
I oesophageal metastases 


In this situation more marked 
respiratory symptoms would be 
expected with a bronchial carcinoma 
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expected with a bronchial carcinoma 
than those seen here (which are likely 
to be associated to muscle weakness). 


B Systemic sclerosis 

Oesophageal involvement occurs in 
90% of those with systemic sclerosis, 
and symptoms are usually of heartburn 
or acid regurgitation (due to failure of 
the gastro-oesophageal physiological 
sphincter to close). 


C Benign peptic stricture 

Benign oesophageal stricture is often 
associated with mixed dysphagia to 
liquids and solids, and isn’t associated 
with as much weight loss as a 
malignant lesion. 


D Tracheo-oesophageal fistula 

A tracheo-oesophageal fistula presents 
with recurrent symptoms of aspiration, 
rather than the picture seen here. 
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An 18-year-old male student presents 
to his general practitioner (GP) with a 
6-day history of sore throat, fever and 
flu-like symptoms. He has been unable 
to eat for the past few days and is 
concerned because his sclerae have 
turned yellow. He says that he’s been 
yellow on a couple of previous 
occasions but recovered with no 
particular problems. 

On examination, he is jaundiced. Serum 
bilirubin is 62 |jmol/l; aspartate 
transaminase (AST) and alkaline 
phosphatase (ALP) are within the 
normal range, his full blood count is 
normal. 

Which of the following is the best 
intervention for this patient? 

A Hepatitis C antibody testing 

B Monospot test 



C Reassurance and repeat liver 

function testing in 2 weeks 
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occasions but recovered with no 
particular problems. 

On examination, he is jaundiced. Serum 
bilirubin is 62 |jmol/l; aspartate 
transaminase (AST) and alkaline 
phosphatase (ALP) are within the 
normal range, his full blood count is 
normal. 

Which of the following is the best 
intervention for this patient? 

A Hepatitis C antibody testing 

B Monospot test 

C Reassurance and repeat liver 

function testing in 2 weeks 

D Haemolysis screen 

E Hepatitis A antibody testing 
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Reassurance and repeat liver 
function testing in 2 weeks 


The most likely diagnosis here is 
Gilbert syndrome. It is due to a 
deficiency of UDP-glucuronosyl 
transferase that is responsible for the 
conjugation of bilirubin. It affects 2-7% 
of the population. Jaundice is 
exacerbated by periods of fasting 
which occur in conjunction with illness, 
and it is also exacerbated by 
oestrogens and is improved by low- 
dose barbiturate therapy. In this case 
the student should be reassured that 
retesting in 2 weeks is likely to show 
that bilirubin has returned to the 
normal range. 


A Hepatitis C antibody testing 

We are given no indication that this 
patient has indulged in behaviour likely 
to lead to hepatitis C exposure, and 
the typical picture with an elevation in 
transaminases and alkaline 
phosphatase isn’t seen here. 
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B Monospot test 

Monospot testing is the diagnostic test 
for Epstein-Barr virus, which presents 
with pharyngitis and evidence of viral 
hepatitis (with abnormal 
transaminases), rather than the 
isolated rise in bilirubin seen here. 



D Haemolysis screen 

Although bilirubin is elevated, 
haemoglobin is normal, which counts 
against underlying haemolysis being 
the cause. 


E Hepatitis A antibody testing 

Hepatitis A is associated with a flu-like 
illness followed by a raise in 
transaminases, accompanied by 
symptoms of nausea and anorexia, 
rather than the isolated increase in 
bilirubin seen here. 


Rate this question: 
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A 20-year-old man presents to the 
gastroenterology clinic complaining of 
vague abdominal pain, he tells you that 
he has also occasional bouts of 
diarrhoea. He has no previous medical 
history of note and takes no 
medication. Apparently, his cousin has 
been treated for depression and 
symptoms consistent with Parkinson's 
disease from the age of 28 years. 

On examination, you notice a mild 
tremor and early problems with co¬ 
ordination consistent with Parkinson’s. 


Investigations: 


Hb 

10.2 g/dl 

MCV 

106 fl 

WCC 

5.6 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na + 

140 mmol/l 

K + 

4.9 mmol/l 

ALT 

235 U/l 

Bilirubin 

67 |jmol/l 
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K + 

4.9 mmol/l 

ALT 

235 U/l 

Bilirubin 67 pmol/l 

Albumin 32 g/l 


Given the probable diagnosis, which 
treatment is he likely to require? 


A L-dopa 

B Prednisolone 


C Zinc acetate 


D Penicillamine 


E Cyclosporin 


Submit 
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Penicillamine 


This patient has evidence of early signs 
of Parkinson’s, a macrocytic anaemia 
which may be haemolytic, and a raised 
ALT. We are also told that his cousin 
developed symptoms of depression 
and Parkinson’s, which may be a 
pointer to an inherited condition. 
Putting these symptoms together, the 
suggestion is that he may have 
Wilson’s disease. Laboratory tests to 
further suggest the diagnosis would 
include low serum copper and 
caeruloplasmin, and increased urinary 
copper excretion. Penicillamine leads 
to copper chelation and is the default 
treatment for Wilson’s; zinc acetate is 
used in some patients, particularly 
where symptoms are yet to develop, 
although it may promote 
decompensation in patients with 
significant hepatic disease. 


A L-dopa 


L-dopa is effective as a symptomatic 
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L-dopa is effective as a symptomatic 
treatment for Parkinson’s disease, but 
given copper accumulation is the 
underlying cause, it isn’t the optimal 
intervention here. 



B Prednisolone 

Prednisolone is an effective 
intervention for autoimmune hepatitis, 
but won’t prevent accumulation of 
copper here and is therefore not 
appropriate. 

C Zinc acetate 

Zinc acetate is most effective for early 
Wilson’s disease, but in later-stage 
disease it may precipitate hepatic 
decompensation. 


E Cyclosporin 

Cyclosporin is a second-line, steroid¬ 
sparing agent for the treatment of 
autoimmune hepatitis. 
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A 74-year-old woman presents with a 
4-month history of colicky abdominal 
pain after eating, and diarrhoea. Over 
the past few days, this pain has got 
much worse and she has a dull ache 
across her abdomen most of the time 
now. She has lost 6 kg in weight over 
the last few months. 

A recent gastroscopy and colonoscopy 
were normal. Her past medical history 
includes angina and a right carotid 
endarterectomy at the age of 62 years. 
Her current medication includes 
aspirin, atenolol, simvastatin and 
losartan. 

Blood tests revealed: 


Hb 

118 g/l 

MCV 

80 fl 

WCC 

12.3 x 10 9 /l 

Platelets 

210 x 10 9 /l 

Na + 

133 mmol/l 

K + 

5.2 mmol/l 

l Iro^ 

PI mmnl/l 
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Platelets 

210 x 10 9 /l 

Na + 

133 mmol/I 

K + 

5.2 mmol/l 

Urea 

8.1 mmol/l 

Creatinine 

134 mmol/l 


Which of the following investigations 
is most likely to point towards the 
underlying diagnosis? 


A Gastroscopy 



Contrast CT of the abdomen 
with angiography 


C Mesenteric Doppler 

ultrasound 


D Colonoscopy 

E Barium enema 
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Contrast CT of the abdomen 1 
with angiography 1 


The diagnosis here is ischaemic colitis, 
which is mainly seen in the older age 
group and is caused by atheroma of 
the mesenteric vessels. It typically 
affects the watershed areas of the 
bowel at the splenic flexure and 
rectosigmoid junction. The radiologica 
features of ischaemic colitis are non¬ 
specific. Plain X-ray is often normal, 
although mucosal oedema and ‘thumb 
printing’ may be evident, making it a 
useful investigation for differentiating 
from other causes of an acute 
abdomen. This would be done prior to 
progression to CT. Computed 
tomography (CT) is a valuable non- 
invasive tool for the diagnosis of 
intestinal ischaemia providing 
information about both the bowel wall 
and mesenteric blood supply. One 
caveat here would be the use of 
contrast media in view of the patient's 
mildly elevated creatinine; weighing 
the pros and cons of the procedure 
should be carried out in collaboration 
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with radiology colleagues with 
discussion as to whether protective 
measures such as pre-hydration are 
necessary. In her case the diagnostic 
advantages of the procedure would be 
likely to outweigh the risk. (See 
guidelines, European Society of 
Urogenital Radiology for further 
information). Other investigations that 
may be useful include mesenteric 
Doppler ultrasound and barium enema. 
ECG would of course be part of the 
pre-operative assessment as she has 
significant pre-existing vascular 
pathology. 


A Gastroscopy 

Although this patient does have 
abdominal pain, the pain associated 
with gastric ulceration would usually 
be relieved by eating, making that less 
likely as the underlying cause. 


C Mesenteric Doppler 

ultrasound 
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be relieved by eating, making that less 
likely as the underlying cause. 


C Mesenteric Doppler 

ultrasound 

Although doppler may indicate 
reduced blood flow, it won’t 
demonstrate physical evidence of 
colitis, unlike a CT scan. 


D Colonoscopy 

Given that a recent colonoscopy was 
reported as normal there seems little 
value in repeating it. 


E Barium enema 

Barium enema is most useful in 
diagnosing a large adenoma or 
underlying carcinoma, and given the 
recent normal colonoscopy, it is 
unlikely to add further information. 



Rate this question: 
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B I Whipple’s disease 


Whipple’s disease is a rare, multi¬ 
system disease which typically affects 
middle-aged men and is caused by the 
bacterium Tropheryma whippleii. Other 
clinical features include cardiac 
involvement (pericarditis, endocarditis, 
conduction defects), pulmonary 
involvement (pleurisy, lung infiltrates) 
and other neurological features 
including fits, myoclonus and cranial 
nerve lesions. The diagnosis is made 
histologically, with periodic acid- 
Schiff-positive (PAS) macrophages 
found in the small intestinal mucosa. 
Electron microscopy may reveal 
widened, flattened villi with small, 
Gram-positive bacilli seen within the 
macrophages. The disease is fatal if 
untreated, but there is usually a good 
response to antibiotic therapy 
(penicillin, tetracycline or 
sulphonamides). Relapse occurs in 
30% of patients and therefore long¬ 
term follow-up is essential. The main 
differential diagnosis in this case is 
coeliac disease, but the cerebellar 
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differential diagnosis in this case is 
coeliac disease, but the cerebellar 
signs, skin pigmentation, 
lymphadenopathy and absence of 
macrocytosis point more towards 
Whipple’s disease. 


A Carcinoid syndrome 

Carcinoid syndrome is associated with 
episodes of flushing and marked 
diarrhoea, rather than the discomfort, 
bloating and diarrhoea seen here. More 
marked anaemia and abnormal LFTs 
due to hepatic metastases would be 
expected. 


C Pancreatic carcinoma with 

brain metastases 

More marked weight loss with a rapid 
deterioration, epigastric pain radiating 
to the back, and obstructive jaundice 
would be expected in pancreatic 
carcinoma. 
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Coeliac disease is the main differential, 
but the cerebellar signs, increased skin 
pigmentation and absence of anaemia 
are better pointers to Whipple’s 
disease. 


E Haemochromatosis 

Haemochromatosis is associated with 
abnormal liver function tests and 
progressive cirrhosis, diabetes, erectile 
dysfunction and increased skin 
pigmentation. It isn’t associated with 
the symptoms of diarrhoea and 
bloating seen here. 


Rate this question: 
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A 44-year-old woman attends the 
Emergency Department complaining 
of shortness of breath and tiredness. 
She had recently started oral 
treatment for an intensely itchy, 
vesicular rash on the elbows, knees, 
buttocks and back. She also gives a 
history of mild diarrhoea and 
abdominal bloating, and has lost a 
stone in weight. 


Investigations: 


Hb 

56 g/l 

MCV 

90 fl 

WCC 

5.8 x 10 9 /l 

PLT 

387 x 

10 9 /l 

Red ce 1 distribution 

width 

22% 

Na + 

138 

mmol/I 

K + 

4.4 

mmol/l 


A A 
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Urea 

4.4 

mmol/I 

Creatinine 

99 |jmol/l 

Albumin 

32 g/l 

Corrected calcium 

2.0 

mmol/I 

Bilirubin 

25 jjmol/l 1 


Which of the following is most likely 
to be contributing to her anaemia? 


A Autoimmune haemolysis 

B Iron deficiency due to 

malabsorption 

C Vitamin B 12 deficiency 

D Anaemia of chronic disease 


E Gastrointestinal blood loss 
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B I Iron deficiency due to 
I malabsorption 


The constellation of anaemia, weight 
loss, diarrhoea and bloating - together 
with a pruritic rash on extensor 
surfaces - is highly-suggestive of this 
woman having coeliac disease and 
dermatitis herpetiformis. 

Coeliac disease may present in various 
ways, but iron deficiency anaemia is 
not an infrequent presentation. Folate 
deficiency may also occur in the 
condition; B 12 deficiency, in contrast, is 
less common, as this vitamin is 
absorbed in the terminal ileum. 
Hypocalcaemia may also occur, due to 
malabsorption of calcium and vitamin 
D. Dermatitis herpetiformis is an 
intensely pruritic, vesicular rash that 
typically affects the elbows, scalp, 
extensor surfaces of the forearms and 
buttocks. It is more common in males 
and may occur at any age, although it 
tends to present in young adulthood. It 
is normally - if not exclusively - 
associated with gluten-sensitive 
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Treatment of dermatitis herpetiformis 
includes strict adherence to a gluten- 
free diet. Dapsone may be effective in 
controlling the rash, but is often 
associated with a mild, dose-related 
haemolytic anaemia. Haemolysis can, 
however, be dramatic in people with 
G6PD deficiency. Monitoring of liver 
function tests and a full blood count is 
advised, as Dapsone may also rarely 
cause liver dysfunction and aplastic 
anaemia. Drug treatment can often be 
withdrawn after a period of adherence 
to a gluten-free diet. 


A Autoimmune haemolysis 

Although it may not be definitively 
ruled out based on the information 
given, based upon the clinical scenario 
it is not the most likely cause here. 


C Vitamin B 12 deficiency 

Although it may not be definitively 
ruled out based on the information 
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C Vitamin B 12 deficiency 

Although it may not be definitively 
ruled out based on the information 
given, based upon the clinical scenario 
it is not the most likely cause here. 


D Anaemia of chronic disease 

Although it may not be definitively 
ruled out based on the information 
given, based upon the clinical scenario 
it is not the most likely cause here. 


E Gastrointestinal blood loss 

Although it may not be definitively 
ruled out based on the information 
given, based upon the clinical scenario 
it is not the most likely cause here. 


Rate this question: 



Next Question 
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A 42-year-old woman comes to the 
clinic complaining of chronic diarrhoea. 
She underwent an extensive small 
bowel resection for Crohn’s disease 2 
years earlier and has not been well 
since. 


On examination, she has a BMI of 17, 
with multiple scars on the abdomen. 
Additionally she is suffering from 
dermatitis, glossitis and angular 
stomatitis. 


Investigations: 


Hb 

10.4 g/dl (MCV 106 fl) 

WCC 

5.6 x 10 9 /l 

PLT 

232 x 10 9 /l 


ESR 

12 mm/hr 

Na + 

139 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

100 pmol/l 

Albumin 

29 g/l 


ALT 


□ 


52 U/l 
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Albumin 

- 1 --- 

29 g/l 

ALT 


52 U/l 

MCV 


106 fl 


Which of the following is the most 
likely diagnosis? 

A Reactivated Crohn’s disease 



Coeliac di 



C Short bowel syndrome 
D Bacterial overgrowth 
E Cryptosporidium infection 
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C I Short bowel syndrome 


Short bowel syndrome has many 
causes, but in adult patients it is 
usually the result of extensive surgery 
undertaken for either Crohn’s disease 
or mesenteric infarction. We can see 
from the patient’s blood results that 
she has a macrocytic anaemia, likely 
indicating a failure to absorb B 12 . Her 
low albumin of 29 also suggests 
significant malabsorption. Dermatitis is 
a feature of failure to absorb essential 
fatty acids (linoleic acid and linolenic 
acid). These patients also commonly 
exhibit dehydration and signs of 
hypovolaemia due to extensive 
gastrointestinal fluid losses. In some 
individuals adequate oral intake may 
be impossible; parenteral nutrition may 
be the only option, but is associated 
with significant long-term morbidity 
and mortality. 


A Reactivated Crohn’s disease 


The fact that the patient has a low ESR 
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The fact that the patient has a low ESR 
level makes a diagnosis of active 
inflammation unlikely. The chronicity of 
her symptoms going back 2 years also 
makes an exacerbation of her Crohn’s 
less likely as the answer here. 


B Coeliac disease 

Coeliac disease more often presents 
with generalised symptoms of 
tiredness, weight loss and iron 
deficiency anaemia, though it can 
present with features of florid 
malabsorption in severe cases. 
However, given that we already know 
that this patient has had an extensive 
small bowel resection, that represents 
a far more likely explanation for her 
clinical picture. 


D Bacterial overgrowth 

Bacterial overgrowth tends to present 
with chronic diarrhoea and/or 
steatorrhoea with anaemia. Given that 
both Crohn’s disease and extensive 
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steatorrhoea with anaemia. Given that 
both Crohn’s disease and extensive 
small bowel resection can predispose 
to the condition, it should certainly be 
considered in this case. However, the 
fact that the patient has evidence of 
chronic malabsorption is more easily 
explained by a loss of surface area for 
digestion and absorption caused by 
short bowel syndrome. 


E Cryptosporidium infection 

Cryptosporidium is a protozoal 
parasite and generally causes a short 
illness with voluminous watery 
diarrhoea and abdominal cramps. The 
exception is in severely 
immunocompromised patients such as 
those with AIDS, where it can develop 
into a serious chronic condition with 
persistent severe diarrhoea and weight 
loss. We are given nothing in the 
history to suggest that degree of 
severe immunocompromise in this 
patient. 


Rate this auestion: (Ai 
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He should start antibiotics if 1 

his condition persists for >3 1 

days 1 


This patient is most likely suffering 
from traveller's diarrhoea, which is 
usually caused by either 
enterotoxigenic escherichia coli, 
shigella species, Campylobacter jejuni 
or rotavirus. Antibiotics are used for 
traveller's diarrhoea with significant 
symptoms (persistence of symptoms 
for more than 3 days or diarrhoea of 
more than 6 times/day. Drug of choice 
is ciprofloxacin 500 mg bid for 1-3 
days. 


A I He should have started 
I antibiotics on Day 1 of the 
I illness 


Most episodes of diarrhoea are brief 
and self-limited or can be treated with 
non-antimicrobial medications, eg 
loperamide. Thus, it is not essential to 
start antibiotics on day 1 of the illness. 
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Antibiotics can be started if there is 
significant diarrhoea for more than 3 
days or frequent diarrheal episodes of 
more than 6. Thus this option is 
incorrect as ten episodes of diarrhoea 
is NOT THE ONLY indication of starting 
the antibiotics. 


D He should start antibiotics if 

he has swallowed water from 
the local river 

This option is not an indication for 
starting antibiotics, as it depends on 
frequency of diarrhoea and chronicity 
of symptoms, which determine the 
start of antibiotics. However, 
antibiotics can be given 
prophylactically if a person is travelling 
to endemic areas. 


E He should start antibiotics if 

there is fresh blood when he 
wipes himself clean 

There is a need for further evaluation 
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A patient with known ulcerative colitis 
(UC) presents with an exacerbation. He 
has eight bloody motions per day. He 
has had weight loss of 3 kg in one 
week. He has had a temperature of 38 
°C, pulse rate 100 bpm and blood 
pressure 100 mmHg systolic for three 
consecutive days. His abdomen is soft 
and he has active bowel sounds, and 
there is significant tenderness, 
particularly on the left-hand side. 

His blood tests show the following: 


pH 

7.31 

Hb 

10 g/dL 

Albumin 

33 g/dl 

Potassium 

3.0 mmol/l 


Which of these clinical findings below 
would classify this as a severe 
exacerbation, as defined by the 
guidelines of the European Society of 
Gastroenterology? 



A Albumin 

0 
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Hb 

10 g/dL 

Albumin 

33 g/dl 

Potassium 

3.0 mmol/l 

Which of these clinical findings below 


would classify this as a severe 
exacerbation, as defined by the 
guidelines of the European Society of 
Gastroenterology? 


A Albumin 


B Number of bloody stools in 

one day 

C Blood pressure 


D Potassium 


E Weight loss 
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B 


Number of bloody stools in 
one day 


Bloody diarrhea is a hallmark for 
ulcerative colitis. Patient should be 
asked about stool frequency, urgency 
and tenesmus. Patients with severe 
disease have more than six bloody 
bowel movements per day, which can 
lead to hypovolemia and severe 
anaemia. Out of all the options, 
number of bloody stools per day is one 
of the criteria of classifying the disease 
activity as severe. Stool frequency of 
<4 and 4-6 fall under mild and 
moderate disease, respectively. 


A Albumin 

Patients with moderate or severe 
ulcerative colitis develop 
hypoalbuminemia with an albumin 
levels of 30-35 g/l and <30 g/l , 
respectively. Albumin levels of 33g/l 
which falls under moderate disease 
activity. In mild disease, albumin levels 
remain normal. 
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In Patients with ulcerative colitis, 
Volume status is regularly assessed by 
focusing on orthostatic blood pressure, 
pulse measurement and nutritional 
status. However, blood pressure value 
is not a part of a criteria for severity of 
disease activity. 


D Potassium 

Hypokalaemia is very common finding 
in patients with ulcerative colitis as 
seen in this patient. But it is not useful 
to classify the disease activity. 


E Weight loss 


Patients with ulcerative colitis can 
show significant weight loss, 
depending upon level of impairment of 
nutrition due to frequent diarrheal 
episodes. However, this option does 
not all under the criteria for severe 
ulcerative colitis according to the 
guidelines of the European Society of 
Gastroenterology. 
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A 50-year-old female Chinese patient 
who has recently moved to the UK 
presents with chronic diarrhoea. Her 
family report that she has worsening 
memory loss, depression and on direct 
questioning admits to insomnia. 

On examination, you find dermatitis, 
tremor and ataxia. She has a normal 
full blood count, renal function, liver 
function and bone profile in her blood 
results. You are concerned she may 
have a nutritional deficiency. 

Which vitamin is she most likely to be 
deficient in? 


A Vitamin A 


B Vitamin C 


C Vitamin B 12 

D Vitamin 

E Nicotinic acid 
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Deficiency in nicotinic acid (niacin) can 
cause pellagra, which presents with 
the triad of dermatitis, diarrhoea and 
dementia. It can also present with 
additional features of tremor, ataxia, 
insomnia, fits and neuropathy. It most 
commonly presents in China and Africa 
and can be a side effect of tuberculosis 
(TB) treatment and carcinoid 
syndrome. 


D I Vitamin Eh 


Thiamine (vitamin B,) deficiency can 
cause wet beriberi (heart failure, 
peripheral oedema) or dry beriberi 
(neuropathy). 


A Vitamin A 

Vitamin A deficiency causes 
xerophthalmia, which is a major cause 
of blindness in the tropics. 
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A Vitamin A 

Vitamin A deficiency causes 
xerophthalmia, which is a major cause 
of blindness in the tropics. 



B Vitamin C 

Vitamin C can cause scurvy, which 
results in infections, anorexia, 
hyperkeratosis, bleeding tendency and 
halitosis. 


C Vitamin: B 12 

Vitamin B 12 deficiency results in 
megaloblastic anaemia and can lead to 
neuropathy and neuropsychiatric 
problems. As the patient has a normal 
full blood count it is unlikely that her 
symptoms are related to B 12 deficiency. 


Rate this question: 



Next Question 
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A 17-year-old girl is referred to hospital 
for investigation of her short stature. 
She has had intermittent episodes of 
abdominal pain and diarrhoea over the 
last 2 years, which have settled. Her 
general practitioner has previously 
diagnosed gastroenteritis. She also 
complains of recent-onset hip pain 
that is affecting her walking, and she 
has missed college on a few occasions. 

She takes occasional ibuprofen and 
does not smoke. Her grandmother is 
under surveillance for colonic polyps. 

On examination, she is pale. There is no 
lymphadenopathy. She has generalised 
abdominal tenderness, but there is no 
organomegaly. 


Investigations: 


Hb 

8.4 g/dl 

WCC 

3.1 x 10 9 /l 

P LT 

80 x 10 9 /l 

MCV 

110 fl 

ESR 

84 mm/1 st h 
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Biochemistry is normal. She 
subsequently underwent a barium 
follow-through and a bone marrow 
aspirate, which shows a megaloblastic 

picture 

• 

The radiologist commented on the 
‘Kantor’s string sign’ seen on the 

barium 

meal and follow-through. 

What is the most likely diagnosis? 

A 

Peutz-Jeghers syndrome 
(PJS) 

B 

Jejunal diverticulosis 

C 

Pneumatosis coli 

D 

Small bowel Crohn’s disease 

E 

Familial adenomatosis 
polypoisis 
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Investigations: 


Hb 

8.4 g/dl 

WCC 

3.1 x 10 9 /l 

PLT 

80 x 10 9 /l 

MCV 

110 fl 

ESR 

84 mm/1 st h 



Biochemistry is normal. She 
subsequently underwent a barium 
follow-through and a bone marrow 
aspirate, which shows a megaloblastic 
picture. 

The radiologist commented on the 
‘Kantor’s string sign’ seen on the 
barium meal and follow-through. 

What is the most likely diagnosis? 


Your answer was incorrect 


A Peutz-Jeghers syndrome 

(PJS) 
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Explanation 


<* 



Barium meal and follow-through in 
Crohn’s disease may show thickening 
of the valvulae conniventes and narrow 
stricture at the distal end of the 
terminal ileum, which represents the 
string sign (of Kantor). These 
radiological signs are pathognomonic 
for Crohn’s disease. A plain abdominal 
radiograph may be useful in active 
disease as it may show mucosal 
oedema (‘thumb-printing’), loss of 
haustrations (colonic Crohn’s) and 
sacroiliitis. Her hip pain may be 
secondary to sacroiliitis. The bone 
marrow appearances are those of 
megaloblastic anaemia. The nucleated 
red cells show an open nuclear 
chromatic pattern. The likeliest cause 
of megaloblastic anaemia in Crohn’s 
disease is malabsorption of vitamin B 12 
due to disease of the terminal ileum. 
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1 B 1 

Jejunal diverticulosis 1 


Jejunal diverticulosis is much rarer 
than colonic diverticular disease, and 
isn’t associated with the inflammatory 
picture and megaloblastic anaemia 
seen here. 


A Peutz-Jeghers syndrome 

(PJS) 

PJS is an autosomal dominant genetic 
disorder characterised by the 
development of benign 
hamartomatous polyps in the 
gastrointestinal tract and 
hyperpigmented macules on the lips 
and oral mucosa, which doesn’t fit with 
the evidence of inflammation seen 
here. 


C Pneumatosis coli 

Pneumatosis coli is a benign condition 
with multiple, gas-filled submucosal 
cysts in the colon, commonly 

with rhrnnir nh^fn irfi\/o 
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hamartomatous polyps in the 
gastrointestinal tract and 
hyperpigmented macules on the lips 
and oral mucosa, which doesn’t fit with 
the evidence of inflammation seen 
here. 


C Pneumatosis coli 

Pneumatosis coli is a benign condition 
with multiple, gas-filled submucosal 
cysts in the colon, commonly 
associated with chronic obstructive 
airway disease. 


E Familial adenomatosis 

polypoisis 

Familial adenomatous polyposis results 
in the development of multiple colonic 
polyps, with associated increased risk 
of colonic carcinoma. 


Rate this question: 



Next Question 
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1 A 1 

Coeliac disease | 


The combination of diarrhoea, 
malabsorption and family history of 
two T-cell mediated autoimmune 
disorders, (Type 1 diabetes and 
Hashimoto’s disease) points towards 
coeliac disease or pernicious anaemia. 
However, pernicious anaemia does not 
usually present with intermittent 
diarrhoea. Although coeliac disease 
traditionally presents with iron 
deficiency anaemia, both folate and 
B12 deficiency are also commonly 
reported. The presence of an itchy rash 
on the arms and trunk is suggestive of 
dermatitis herpetiformis, which is 
strongly associated with coeliac 
disease and makes this the most likely 
answer. 

The next line of investigation would 
involve testing for coeliac antibodies 
(anti TTG or endomysial) followed by a 
duodenal biopsy, which should 
demonstrate increased intraepithelial 
lymphocytes and villous atrophy. 

For more information see BSG 
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B Crohn’s disease 

The history of diarrhoea and 
malabsorption mean this would be on 
the differential, particularly in the 
presence of classical terminal ileal 
involvement leading to B12 
malabsorption. However, the 
description of dermatitis herpetiformis 
points towards coeliac as the more 
likely diagnosis. Cutaneous 
manifestations of Crohn’s include 
erythema nodosum and pyoderma 
gangrenosum. 



C Hypothyroidism 

Hypothyroidism would more 
commonly present with constipation 
and weight gain. Although 
hypothyroidism can cause a 
macrocytic anaemia, in this case it 
seems more likely to be secondary to 
malabsorption due to coeliac disease. 


D Pernicious anaemia 

» * * i ■ 
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Pernicious anaemia occurs as a result 
of intrinsic factor deficiency. Intrinsic 
factor is produced by the parietal cells 
in the stomach and pernicious anaemia 
is commonly seen in autoimmune and 
atrophic gastritis. Pernicious anaemia 
does not present with diarrhoea or 
dermatitis herpetiformis. 


E Blind loop syndrome 

More commonly referred to as small 
bowel intestinal overgrowth this can 
indeed lead to malabsorptive 
diarrhoea, vitamin B12 deficiency and 
unintentional weight loss. However, 
patients tend to have a predisposing 
reason for the overgrowth (for 
example previous bowel surgery, 
inflammatory bowel disease, small 
bowel diverticulae or scleroderma), 
none of which are reported in this 




Rate this question: 
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m z/-year-oia worriari recently 

diagnosed with inflammatory bowel 
disease attends the Emergency 
Department with severe upper 
abdominal pain. She also has epilepsy 
which is difficult to control, requiring 
recent manipulation of her drug 
therapy. 

On examination, she is tachycardic (110 
bpm), hypotensive (95/55 mmHg) and 
has marked epigastric tenderness. 

Investigations: 


Hb 

8.6 g/dl 

MCV 

85 fl 

WCC 

13.0 x 10 9 /l 

PLT 

387 x 10 9 /l 

Na + 

137 mmol/l 

K + 

4.5 mmol/l 

Urea 

5.4 mmol/l 

Creatinine 

98 |jmol/l 

Corrected calcium 

2.1 mmol/l 

A 1 
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K + 

4.5 mmol/I 

Urea 

5.4 mmol/l 

Creatinine 

98 |_imol/l 

Corrected calcium 

2.1 mmol/l 

Amylase 

1635 U/l 


Which of the following drugs that she 
is taking is unlikely to be the cause of 
her acute presentation? 


A 6-Mercaptopurine 
B Clonazepam 

C Prednisolone 


D 5-Aminosalicylic acid 
E Sodium valproate 
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B I Clonazepam 


This patient has acute pancreatitis. 
Clonazepam has only very rarely been 
documented as a cause of acute 
pancreatitis. 

Drugs known to cause pancreatitis 
(other than those mentioned in the 
other options for the question) include 
Azathioprine, Furosemide, thiazides, 
tetracyclines, oestrogens and 
sulphonamides. Serum amylase levels 
of more than three times the upper 
limit of normal are highly suggestive of 
acute pancreatitis, and there is also a 
role for serum lipase in diagnosis. 

Different prognostic scoring systems 
for acute pancreatitis exist, with one 
such scoring system (the Modified 
Glasgow Criteria, validated for both 
gallstone and alcohol-related acute 
pancreatitis) identifying the following 
criteria as predicting a poor prognosis 
when present within the first 48 hours 
of admission: 
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• Age > 55 years 

• Blood glucose > 10mmol/l 

• Neutrophil count > 15.0 x 10 9 /l 

• Urea > 16mmol/l 

• Albumin < 32g/l 

• AST > 200 U/l, LDH > 600 IU/1 

• Calcium < 2.0mmol/l 

• P0 2 < 8.0kPa 


By the modified Glasgow criteria, the 
presence of three or more of these 
criteria represents severe acute 
pancreatitis, and identifies those 
people likely to need critical care 
support. Others have recommended 
CRP as a useful marker of severity, 
describing a peak CRP of > 210 mg/I in 
the first four days after the onset of 
pancreatitis (or > 120 mg/I at the end 
of the first week) as indicative of a 
severe attack. Identification of acute 
severe pancreatitis is important as the 
condition is often complicated by 
multiple organ failure, and may be 
associated with mortality rates as high 
as 30%. 
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as sow. 


A I 6-Mercaptopurine 


6-Mercaptopurine is a known cause of 
pancreatitis. 


C Prednisolone 

Prednisolone is a known cause of 
pancreatitis. 


D 5-Aminosalicylic acid 

5-Aminosalicylic acid is a known cause 
of pancreatitis. 

E Sodium valproate 

Sodium valproate is a known cause of 
pancreatitis. 

Rate this question: |S) 
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A 54-year-old businessman presents 
with a 12-month history of intermittent 
lower back and right knee pain and 
diarrhoea. He has previously 
undergone investigations for 
diarrhoea, when a gastroscopy and 
colonoscopy performed 8 months ago 
revealed a small area of non-specific 
inflammation in the ascending colon, 
but investigations were otherwise 
normal. 



He has lost approximately 3 kg in 
weight over the last 18 months. He 
takes no regular medication, drinks 
occasional alcohol and smokes 10 
cigarettes per day. 

Cardiovascular and abdominal 
examination is unremarkable. 
Examination of his spine reveals 
tenderness over the sacroiliac joints 
but no restriction in movement. He has 
a small right knee effusion. 


Investigations: 


Haemoglobin (Hb) 

120 g/l 

Mean corpuscular volume 
fMCV^ 

108 fl 
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Haemoglobin (Hb) 

120 g/l 

Mean corpuscular volume 
(MCV) 

108 fl 

White cell count (WCC) 

5.6 x 

10 9 /l 

Platelets 

206 x 

10 9 /l 

Erythrocyte sedimentation 
rate (ESR) 

38 

mm/h 

Sodium 

136 

mmol/l 

Potassium 

3.8 

mmol/l 

Urea 

5.3 

mmol/l 

Creatinine 

84 

mmol/l 

Albumin 

40 g/l 

Bilirubin 

12 

[jmol/l 


What is the most likelv diaanosis? 
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Urea 

5.3 

immol/l 

Creatinine 

84 

mmol/l 

Albumin 

40 g/l 

Bilirubin 

12 

[_imol/l 

What is the most likely diagnosis? 

A Chronic pancreatitis 


B Coeliac disease 


C Whipple’s disease 



D Increased plasma renin 

activity 


E Ulcerative colitis 
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C 


Whipple’s disease 


Whipple’s disease is caused by 
infection with Tropheryma whippelii. 
The organism can be identified by PAS 
staining of a jejunal biopsy. It is an 
uncommon condition classically 
affecting men aged 40-60 years. 
Gastrointestinal symptoms of 
diarrhoea, malabsorption and 
steatorrhoea are often preceded by 
arthropathy. In the past, various 
antibiotic regimens (including 
penicillins) were used on an empirica 
basis. Tetracycline treatment seems to 
be associated with a high frequency of 
relapse, so trimethoprim- 
sulfamethoxazole (160/800 mg orally 
twice daily) or long-term ampicillin 
given for around a year is now 
recommended. 



Chronic pancreatitis 


Chronic pancreatitis is a syndrome 
involving progressive inflammatory 
changes in the pancreas that result in 
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permanent structural damage, which 
can lead to impairment of exocrine and 
endocrine function. Chronic 
pancreatitis may be asymptomatic 
over long periods of time, can present 
with a fibrotic mass or there may be 
symptoms of pancreatic insufficiency 
without pain. The serum amylase and 
ipase concentrations tend to be 
normal in patients with chronic 
pancreatitis, but are almost always 
elevated with acute disease. 
Morphologically, chronic pancreatitis is 
a patchy focal disease characterised by 
a mononuclear infiltrate and fibrosis. 
There are no joint symptoms 


associated with chronic pancreatitis. 


B Coeliac disease 


Coeliac disease is a common and 
underdiagnosed condition, which may 
present at any age. It is a 
hypersensitivity to gluten found in 
wheat, rye and barley. The gliadin 
fraction of the protein provokes an 
inflammatory response causing 
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fraction of the protein provokes an 
inflammatory response causing 
subtotal or total villous atrophy of the 
small bowel, resulting in 
malabsorption. It classically presents 
with a history of diarrhoea, weight loss, 
oral ulceration, lethargy and anaemia 
(folate, B 12 or iron-deficient). There is 
an association with dermatitis 
herpetiformis, a very pruritic 
polymorphic skin rash, and an 
increased risk of developing 
gastrointestinal malignancy. Treatment 
is by maintaining a strict diet avoiding 
foods containing wheat, rye, oats or 
barley. The clinical picture in this 
scenario is not consistent with Coeliac 
disease. 


D Increased plasma renin 

activity 

Patients with renin-secreting tumours 
are typically young (average age 22 
years) and have severe hypertension 
and hypokalaemia. Contrast-enhanced 
computed tomography (CT) appears 
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Ulcerative colitis is cnaracterisecroy 
recurring episodes of inflammation 
limited to the mucosal layer of the 
colon. It commonly involves the rectum 
and may extend in a proximal and 
continuous fashion to involve other 
parts of the colon. Patients with 
ulcerative colitis usually present with 
diarrhoea, which may be associated 
with blood. Bowel movements are 
frequent and small in volume as a 
result of rectal inflammation. 
Associated symptoms include colicky 
abdominal pain, urgency, tenesmus 
and incontinence. Patients with mainly 
distal disease may have constipation 
accompanied by frequent discharge of 
blood and mucus. The endoscopic 
findings in patients with ulcerative 
colitis include loss of vascular markings 
due to engorgement of the mucosa, 
giving it an erythematous appearance. 
In addition, granularity of the mucosa, 
petechiae, exudates, oedema, erosions, 
touch friability and spontaneous 
bleeding may be present. More severe 
cases may be associated with macro¬ 
ulcerations, profuse bleeding and 
copious exudates. The endoscopic 
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A 45-year-old man presents with a 
recent change in bowel habits. He had 
a colonoscopy which was normal. 

He is still concerned about colorectal 
cancer as a colleague has recently 
been diagnosed with metastatic 
colorectal cancer. He would like some 
advice on prevention. 

Which of the following lifestyle 
measures will have the most impact on 
reducing his risk of colorectal 
carcinoma? 


A Reduce dietary sugar intake 

B Avoid contact sports 

C Dietary supplement with 

micronutrients 


D Stop smoking 
E Veganism 
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D I Stop smoking 


Colorectal cancer is the second 
commonest cause of cancer death, 
after bronchial carcinoma, in the 
United Kingdom. It is thought that just 
over half (54%) of bowel cancer cases 
in the UK are linked to lifestyle risk 
factors. 

Public Health England guidance 
currently advises the following, with 
regard to modifiable risk factors in 
bowel cancer risk: 


1. Exercise regularly 


2. Stop smoking 


3. Reduce the amount of alcohol 
consumed 


4. Maintain or achieve a healthy weight 

5. Eat a healthy balanced diet 

Meta-analysis suggests that smokers 
have an 18% increased relative risk of 
developing colorectal cancer. 
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A 

Reduce dietary sugar intake 


While weight gain has been shown to 
carry a 15-20% increase in relative risk 
of colorectal cancer, depending on 
when in life the weight is gained, 
current guidance does not draw a 
specific relationship between sugar 
intake and colorectal carcinoma. 


B Avoid contact sports 

Meta-analysis has shown an 
approximately 26% reduced risk of 
colon cancer when comparing the 
most- versus the least-active 
individuals. 


C Dietary supplement with 

micronutrients 

There is no evidence to suggest that 
dietary supplementation with vitamins 
/ micronutrients has a significant effect 
on bowel cancer risk. 
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There is no evidence to suggest that 
dietary supplementation with vitamins 
/ micronutrients has a significant effect 
on bowel cancer risk. 


E Veganism 

Long-term consumption of red and 
processed meat appears to be 
associated with a raised risk of 
colorectal cancer. Public Health 
England advise limiting the amount of 
red meat consumed to 500 grams or 
less (cooked weight) per week, and 
limiting the amount of processed 
meats one consumes. The practice of 
veganism carries the risk of other 
nutrient deficiencies, and such a 
practice is not currently advised. 

Rate this question: £31 


Next Question 
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A 39-year-old man with a 20-year 
history of alcohol misuse is being 
investigated as an outpatient. He 
undergoes endoscopy and is found to 
have three columns of oesophageal 
varices that occlude the lumen. 

On questioning, he denies any previous 
episodes of melaena or haematemesis. 
He admits to still drinking 7-10 cans of 
lager per day. Physical examination 
reveals stigmata of chronic liver 
disease and moderate ascites. There is 
no evidence of encephalopathy. 


Investigations: 


Hb 

15.0 g/dl 

WCC 

6.5 x 10 9 /l 

PLT 

120 x 10 9 /l 

Bilirubin 

45 pmol/l (1-22) 

AST 

80 U/l (1-31) 

ALT 

35 U/l (5-35) 

Albumin 

30 g/l (37-49) 

PT 

23 s (11.5-15.5) 
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ALT 

35 U/l (5-35) 

Albumin 

30 g/l (37-49) 

PT 

23 s (11.5-15.5) 


Which of the following is the most 
appropriate initial treatment option 
with respect to reducing portal 
hypertension? 

A Trans-jugular intrahepatic 

porto-systemic shunt (TIPSS) 

B Injection sclerotherapy to the 

varices 

C Cyanoacrylate gluing of the 

varices 


D Banding ligation of the varices 
E Propranolol 
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E I Propranolol 


The blood results here are consistent 
with a diagnosis of alcoholic cirrhosis. 
Portal hypertension is suggested by 
the low platelet count (due to 
hypersplenism) and varices at 
endoscopy. Guidelines published by 
the British Society of Gastroenterology 
in 2015 suggest primary prophylaxis 
with pharmacological treatment with 
propranolol as first line, so option E is 
correct. Non-cardioselective (3-blockers 
such as propranolol cause splanchnic 
vasoconstriction (via blockade of 
vasodilatory adrenoreceptors of the 
splanchnic circulation), reducing portal 
and collateral blood flow. 



A Trans-jugular intrahepatic 

porto-systemic shunt (TIPSS) 


TIPSS is a shunt created between the 
portal and hepatic vein in order to 
reduce portal pressure. A reduction in 
portal hypertension will reduced the 
risk of bleeding from varices, but 
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portal and hepatic vein in order to 
reduce portal pressure. A reduction in 
portal hypertension will reduced the 
risk of bleeding from varices, but 
carries a risk of chronic 
encephalopathy. It is therefore only 
currently recommended for the 
treatment of recurrent variceal 
bleeding. 



B Injection sclerotherapy to the 

varices 

The results of trials of sclerotherapy as 
primary prophylaxis have produced 
mixed results and it is therefore not 
recommended. 

C Cyanoacrylate gluing of the 

varices 

This technique is used only to treat 
gastric varices, not oesphageal varices. 


D Banding ligation of the varices 
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primary prophylaxis have produced 
mixed results and it is therefore not 
recommended. 


C Cyanoacrylate gluing of the 

varices 

This technique is used only to treat 
gastric varices, not oesphageal varices. 


D Banding ligation of the varices 

Pharmacological treatment with 
propranolol is less invasive and can be 
as equally as effective in reducing 
portal hypertension. 


Rate this question: 



Next Question 


Previous Question Tag Question 
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Distal amplitude 


25 mmHg (54- 
154) 


Which one of the following is the most 
likely diagnoses? 


A Scleroderma 


B Diffuse oesophageal spasm 

C Globus 


D Achalasia 


E Non-specific oesophagea 

dysmotility 
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A 50-year-old woman is being 
investigated for intermittent dysphagia 
and has had a normal upper 
gastrointestinal endoscopy. She 
undergoes oesophageal manometry 
and some of the results are outlined 
below. She has symptoms of 
Raynaud's, and some skin thickening 
over her hands, but no other significant 
medical problems. 


Lower oesophageal 
sphincter resting pressure 

8 

mmHg 

(17-36) 

Residual lower oesophageal 
sphincter relaxing pressure 

7 

mmHg 
(< 8) 

Peristalsis: 


Proximal 

amplitude 

80 mmHg (33- 
91) 

Distal amplitude 

25 mmHg (64- 
154) 
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Proximal 

amplitude 

80 mmHg (33- 
91) 

Distal amplitude 

25 mmHg (64- 
154) 


Which one of the following is the most 
likely diagnoses? 


A Scleroderma 


B Diffuse oesophageal spasm 

C Globus 


D Achalasia 


E Non-specific oesophagea 

dysmotility 
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A 50-year-old woman is being 
investigated for intermittent dysphagia 
and has had a normal upper 
gastrointestinal endoscopy. She 
undergoes oesophageal manometry 
and some of the results are outlined 
below. She has symptoms of 
Raynaud’s, and some skin thickening 
over her hands, but no other significant 


medical problems. 


Lower oesophageal 
sphincter resting pressure 

8 

mmHg 

(17-36) 

Residual lower oesophageal 
sphincter relaxing pressure 

7 

mmHg 
(< 8) 


Peristalsis: 


Proximal 

80 mmHg (33- 

amplitude 

91) 

Distal amplitude 

25 mmHg (64- 
154) 


Which one of the following is the most 

m • m m mm 
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The finding of a low resting lower 
oesophageal sphincter (LOS) pressure 
is a requirement for a diagnosis of 
scleroderma-associated dysmotility. It 
may also be found in the 
hypocontractile oesophagus 
associated with reflux disease. 
However, in the presence of skin 
thickening and symptoms of 
Raynaud’s, the most likely diagnosis is 
systemic sclerosis. 


D I Achalasia 


Absent distal peristalsis, high resting 
LOS pressures and failure of LOS 
relaxation would be expected in cases 
of achalasia. 


B Diffuse oesophageal spasm 


This is a condition where thin 
membranes of normal oesophageal 
tissue obstruct part of the oesophagus. 

i j_ _ i _i _ _ * _ _ _ ! _ i _ -i : j_ i_ _i. _ 
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B Diffuse oesophageal spasm 

This is a condition where thin 
membranes of normal oesophageal 
tissue obstruct part of the oesophagus. 
It would be associated with dysphagia 
to solids more than liquids and normal 
findings on manometry. 


C Globus 

Globus is a psychological condition 
which would only be diagnosed in the 
absence of abnormal finding on 
investigation. 


E Non-specific oesophageal 

dysmotility 

This is a disorder of peristalsis but 
would not be associated with the other 
features of systemic sclerosis 
(thickened skin and Raynaud’s) that 
are present in this case. 



Rate this question: 
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A 47-year-old woman is referred to the 
Gastroenterology Clinic due to 
abnormal liver function tests which 
were a finding on a battery of blood 
tests checked by her GP. She attended 
the general practitioner (GP) because 
of increased fatigue and symptoms of 
itching. She was diagnosed with 
irritable bowel syndrome several years 
ago, but this has since become 
quiescent. She has no other significant 
past medical history except for 
hormone replacement therapy and 
takes no regular medication. She is a 
non-smoker and drinks 6 units of 
alcohol per week. She has no risk 
factors for hepatitis. 


On examination she looked well, her 
BMI is 22. Some xanthelasmata were 
noted, but there was no jaundice, 
clubbing or lymphadenopathy. Her 
abdomen was soft and non-tender and 
the liver edge was palpable 1 cm below 
the costal margin. Cardiorespiratory 
and neurological examination was 
unremarkable. 


nvestigation results are below: 
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A 47-year-old woman is referred to the 
Gastroenterology Clinic due to 
abnormal liver function tests which 
were a finding on a battery of blood 
tests checked by her GP. She attended 
the general practitioner (GP) because 
of increased fatigue and symptoms of 
itching. She was diagnosed with 
irritable bowel syndrome several years 
ago, but this has since become 
quiescent. She has no other significant 
past medical history except for 
hormone replacement therapy and 
takes no regular medication. She is a 


non-smoker and drinks 6 units of 


alcohol per week. She has no risk 
factors for hepatitis. 


On examination she looked well, her 
BMI is 22. Some xanthelasmata were 
noted, but there was no jaundice, 
clubbing or lymphadenopathy. Her 
abdomen was soft and non-tender and 
the liver edge was palpable 1 cm below 
the costal margin. Cardiorespiratory 
and neurological examination was 
unremarkable. 


nvestigation results are below: 


□ 


<1 


o 










Investigation results are below: 


Haemoglobin 

(Hb) 

13 g/dl 

White cell count 

6.0 x 10 9 /l 

Platelets 

220 x 10 9 /l 

Mean 

corpuscular 
volume (MCV) 

82 fl 

International 

normalised ratio 
(INR) 

1.1 

Erythrocyte 

sedimentation 

rate(ESR) 

4 mm/h 

Na + 

140 mmol/I 

K + 

3.8 mmol/l 

Urea 

5.2 mmol/l 

Creatinine 

100 [jmol/l 

Fasting glucose 

4.1 mmol/l 


C-reactive 

<1 


< 4 ma/l 

o □ 
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protein (CRP) 

< 4 mg/I 

Cholesterol 

7.8 mmol/l 

Bilirubin 

16 |jmol/l 

Alkaline 

phosphatase 

850 IU/1 

Gamma-glutamyl 

transferase 

52 IU/1 

Alanine 

aminotransferase 

(ALT) 

48 IU/1 

Albumin 

38 g/dl 


Slight 

Abdominal 

ultrasound 

hepatomegaly, no 
other focal 
abnormality, no 
biliary obstruction 

Which further investigation would be 
most specific in making the diagnosis? 

A Magnetic resonance 

cholangiopancreatography 

CMRCP') 
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ultrasound 


other focal 
abnormality, no 
biliary obstruction 


Which further investigation would be 
most specific in making the diagnosis? 


A Magnetic resonance 

cholangiopancreatography 

(MRCP) 

B Computed tomography (CT) 

scan of abdomen 

C Anti-mitochondrial antibodies 

D Hepatitis serology 

E Anti-nuclear antibodies 


Submit 
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C I Anti-mitochondrial antibodies 


Clinical features are pointing towards a 
diagnosis of primary biliary cirrhosis 
(PBC), which is a chronic progressive 
disorder with gradual destruction of 
the intrahepatic bile ducts, leading to 
fibrosis and cholestasis and ultimately 
hepatic cirrhosis. PBC is usually 
presented in middle aged females with 
early symptoms of pruritis, fatigue, 
which can progress to development of 
obstructive jaundice and portal 
hypertension. 50% of patients may be 
asymptomatic at the time of diagnosis 
and are detected by abnormal liver 
function tests especially elevated 
alkaline phosphatase. Anti- 
mitochondrial antibody is the most 
specific test for PBC as it is positive in 
more than 95% of cases. Treatment 
options include colestyramine for 
pruritis (naltrexone and rifampicin may 
a/so help), ursodeoxycholic acid and 
liver transplantation for end staged 
disease (e.g. bilirubin > 100 (jmol/L). 
Once jaundice develops, survival rate is 

< 2 vears without liver transolantation. 
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1 —^ A I Magnetic resonance 

I cholangiopancreatography 
I (MRCP) 


MRCP can help to exclude chronic 
biliary obstruction (stone or stricture), 
however it is not specific for Primary 
biliary Cirrhosis. 


B Computed tomography (CT) 

scan of abdomen 

CT scan of abdomen can be helpful in 
differentiating PBC from other biliary 
conditions e.g. carcinoma of bile duct, 
but not specific for PBC. There is a 
high risk of hepatocellular carcinoma in 
patients with PBC. 


D Hepatitis serology 

PBC must be differentiated from 
chronic hepatitis (due to viral 
infections) by performing hepatic 
serology tests. Hepatic serology is not 
specific for underlying possible 
diagnosis of PBC. 
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A 31-year-old man who recently 
emigrated from China had some 
routine blood work by his general 
practitioner (GP). 

His hepatitis-B screen came back 
showing positive HBs and hepatitis-B 
IgG core antibodies. Anti-HBe was 
positive, but he is e-antigen negative 
and s-antigen negative. 

The GP immediately referred the 
patient to your clinic, but before doing 
this sent some liver function tests. 


Investigations: 

Bilirubin 

12 (jmol/l 

ALT 

42 U/l 

ALP 

67 U/l 

Albumin 

36 g/l 

HBV DNA 

Negative 


The patient seems to be in good 
health. 

What is the most appropriate 
management of this patient? 
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ALP 

67 U/l 

Albumin 

HBV DNA 

36 g/l 

Negative 


The patient seems to be in good 
health. 

What is the most appropriate 
management of this patient? 

A Elective liver biopsy 

B Discharge back to the GP 

C Start interferon therapy 

D Start combined lamivudine 

and interferon therapy 

E Offer an HIV, Hep-C test and 

discharge the patient back to 
the GP if negative 
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E I Offer an HIV, Hep-C test and 
I discharge the patient back to 
I the GP if negative 


A patient who is HBs antibody positive 
indicates previous infection unless they 
have been vaccinated against Hep-B. 
The phenomenon of loss of HbeAg and 
seroconversion to anti-Hbe-positive 
status indicates a reduction of 
inflammation accompanied by 
histological change from active to 
inactive hepatitis. E-antigen negativity 
implies that he no longer has active 
infection. Guidance suggests that in 
this case it is worth offering an HIV 
test, as exposure to hepatitis B may 
well indicate exposure to other blood- 
borne viruses. 

For indications for treatment, refer to 
NICE guidance CG165. 



A Elective liver biopsy 

In patients with HBe-negative chronic 
hepatitis and mildly raised ALT, liver 

K ir'sK^cw ic iiciidllw r\ril\/ rnncirlnmrl i m 
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B Discharge back to the GP 

He should be tested for other blood 
borne viruses, and offered transient 
elastography testing. 


C Start interferon therapy 

Antiviral therapy is not currently 
indicated for a man over 30 years old, 
with normal LFTs and negative HBV 
DNA. 

D Start combined lamivudine 

and interferon therapy 

Antiviral therapy is not currently 
indicated for a man over 30 years old, 
with LFTs and negative HBV DNA. 
Antiviral treatments for HBe-Ag- 
negative chronic hepatitis-B include 
PEGinterferon alfa-2a (first line), 
entacavir and tenofivir. 


Rate this question: 













M 


11:29 


100% i yji 


Question 16 of 89 


A 35-year-old woman is referred to 
you for further investigation of her 
anaemia discovered by her general 
practitioner (GP). She feels fit and well 
apart from feeling tired occasionally, 
which she attributes to the stress of 
her high-powered job. 

On specific questioning, she denies 
weight loss or dyspepsia and there is 
no change of bowel habit. She is not 
pregnant and has noticed no change in 
her menses. 

She is slightly concerned as her father 
died of colorectal cancer at the age of 
62 years. 

Investigations: 


Hb 

10.0 g/dl 

WCC 

10.0 x 10 9 /l 

PLT 

300 x 10 9 /l 

MCV 

75 fl 

MCH 

22 pg 

Ferritin 

12.0 |jg/l 


A f 
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PLT 

300 x 10 9 /l 

MCV 

75 fl 

MCH 

22 pg 

Ferritin 

12.0 Mg/I 

B 12 

450 ng/l 

Serum folate 

7 nmol/l (4.5-45.3) 


Which of the following is an 
appropriate next step? 


A Tissue transglutaminase 

(TTG) 


B Faecal occult blood (FOB) 


C OGD 


D Colonoscopy 
E Thyroid function tests (TFTs) 
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A I Tissue transglutaminase 
I (TTG) 


In women aged less than 50 years who 
menstruate regularly, menstrual blood 
loss is the most common cause of iron 
deficiency anaemia (IDA), although 
coeliac disease with minimal 
symptoms is increasingly recognised 
and, as such, coeliac serology is 
recommended as an initial step. 
Therefore TTG is the correct answer. 
Only if coeliac screening is normal and 
there are no features of concern is a 
period of iron replacement then 
recommended. In this scenario, the 
combination of microcytic anaemia 
and low-normal folate raises the 
possibility of small bowel pathology 
and increases the likelihood of coeliac 
versus large bowel pathology. 



B Faecal occult blood (FOB) 

This stool test is not used as a 
diagnostic test for anaemia, but is 
implemented in the bowel cancer 

<i o □ 
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screening programme 


C OGD 

Although this may be appropriate for 
further investigation of this patient’s 
iron deficiency anaemia, it is an 
invasive test so it would not be the 
next step that you would perform. 


D Colonoscopy 

Although appropriate for the 
investigation of iron deficiency 
anaemia, it is an invasive test and 
would not be the next investigation 
you would choose to perform. 


E Thyroid function tests (TFTs) 

Although you might want to perform 
this test to investigation her tiredness, 
thyroid dysfunction does not usually 
cause iron deficiency anaemia. 


Rate this question: 
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A 42-year-old man presents with 
pruritus, right upper quadrant (RUQ) 
pain and malaise. He has had ulcerative 
colitis for the past 10 years. He takes 
sulfasalazine and has had good 
control, with only two acute episodes 
since diagnosis. He now presents with 
a 6-month history of itching. He drinks 
fewer than 10 units of alcohol per 
week. 

On examination, he has 
hepatosplenomegaly, spider naevi and 
scratch marks. 


Investigations: 


Bilirubin 

150 |jmol/l (1-22) 

ALT 

40 (j/l (5-35) 

ALP 

600 |j/l (45-105) 



What investigation is most likely to 
yield a diagnosis? 


A Liver biopsy 


B Endoscopic retrograde 
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Investigations: 

Bilirubin 150 |jmol/l (1-22) 

ALT 

40 m/I (5-35) 

ALP 

600 m/I (45-105) 

What investigation is most likely to 
yield a diagnosis? 

A 

Liver biopsy 

B 

Endoscopic retrograde 
cholangiopancreatography/mag 

resonance 

cholangiopancreatography 

C 

Anti-mitochondrial antibodies 

D 

Serum ferritin 

E 

Ultrasound scan (USS) 
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B I Endoscopic retrograde 

I cholangiopancreatography/mag 
I resonance 

I cholangiopancreatography 



The history of a cholestatic illness 
(suggested by the itching) and 
evidence of chronic liver disease 
(cutaneous signs) against a 
background of inflammatory bowel 
disease suggests a possible diagnosis 
of primary sclerosing cholangitis 
(PSC). This is an inflammatory 
obliterative cholangiopathy that can 
lead to chronic liver disease cirrhosis 
and liver failure. It is commoner in men 
and presents in the second to fifth 
decade. A total of 3-10% of cases of 
ulcerative colitis will develop PSC. The 
diagnosis rests on the demonstration 
of destruction of the biliary tree and 
this is best demonstrated by 
cholangiopancreatography. The 
disease is progressive with recurrent 
episodes of cholangitis complicating 
cirrhosis. Liver transplantation is now 
used in end-stage disease. The risk of 
cholangiocarcinoma is high, and the 

develonment of cancer is a 
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development of cancer is a 
contraindication to transplant and 
associated with a poor survival. 



A Liver biopsy 

Rarely only smaller bile ducts are 
damaged and diagnosis is made at 
liver biopsy when PSC is mistaken fo 
more focal liver disease, although this 
is only in exceptional circumstances 
where the liver biopsy is performed 
because of apparent local changes 
only. 


C Anti-mitochondrial antibodies 

AMA is positive in 98% of cases of 
primary biliary cirrhosis, not in primary 
sclerosing cholangitis. ANA, SMA and 
ANCA may be positive, but these are 
unlikely to lead to a diagnosis. 


D Serum ferritin 


High levels of serum ferritin may 
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AMA is positive in 98% of cases of 
primary biliary cirrhosis, not in primary 
sclerosing cholangitis. ANA, SMA and 
ANCA may be positive, but these are 
unlikely to lead to a diagnosis. 


D Serum ferritin 

High levels of serum ferritin may 
suggest haemochromatosis, but may 
be slightly raised as an acute phase 
reactant in most inflammatory 
conditions. 


E Ultrasound scan (USS) 

Ultrasound would be useful to exclude 
an extra-hepatic cause for cholestasis, 
but would not lead to the diagnosis. It 
is far more useful in jaundice 
secondary to gallstone and to 
diagnose cholecystitis. 


Rate this question: 



Next Question 
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A 42-year-old woman is referred to the 
Hepatology Clinic with liver failure. She 
drinks no alcohol but over the past few 
months has suffered from increasing 
tiredness, upper abdominal discomfort, 
nausea, anorexia and itching. Most 
recently, she has noticed markedly 
increased bruising if she takes a knock 
on something. 

On examination, her blood pressure is 
105/70 mmHg. You notice signs of 
chronic liver disease including scratch 
marks on her skin, spider naevi and 
evidence of mild jaundice. She also has 
extensive bruising on her limbs. 
Hepatomegaly is also present. 



Investigations: 


Hb 

10.5 g/dl 

WCC 

5.5 x 10 9 /l 

PLT 

110 x 10 9 /l 

Na + 

134 mmol/l 

K + 

4.2 mmol/l 

Creatinine 

90 [jmol/l 
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Creatinine 

90 pmol/l 

PT 

27.3 s 

Albumin 

ALT 

22 g/l 

765 U/l 

Bilirubin 

100 |jmol/l 

Anti-soluble liver 
antigen antibody 

+ 

Gamma-globulins 

Liver biopsy 

Increased 

Hepatic 

cirrhosis 


Which of the following is the most 
likely diagnosis? 

A Wilson’s disease 

B Haemochromatosis 


C Autoimmune hepatitis Type 1 


D Primary biliary cirrhosis 
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Liver biopsy 


Hepatic 

cirrhosis 


Which of the following is the most 
likely diagnosis? 


Your answer was incorrect 


A Wilson’s disease 


B Haemochromatosis 


C I Autoimmune hepatitis Type 1 


D Primary biliary cirrhosis 




Explanation 
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This patient has an autoantibody 
pattern consistent with autoimmune 
hepatitis type 3, and features of 
cirrhosis which are said to occur in 
around 75% of patients with the 
condition. It is commonest in those of 
the 30-50-year group, the vast 
majority being women. The prolonged 
PT is likely to be as the result of severe 
hepatic dysfunction. Corticosteroids 
achieve remission in around 2/3 of 
patients, although the relapse rate is as 
high as 80% after steroid withdrawal. 
Azathioprine is the main steroid¬ 
sparing agent used in the treatment of 
the condition. 


A comparison between subtypes of 
autoimmune hepatitis is listed below: 


Clinical 

Features 

Type 1 

Type 2 

Ty 


ASMA 

Anti-LKM 

P-450 IID6 

Sc 

liv 

Diagnostic 

autoantibodies 

ANA 

A 1 ft 

Synthetic 

_ _ ___ | * JT 

an 

0 

o 

□ 







Clinical Features 


Type 1 



ASMA 

Diagnostic 

ANA 

autoantibodies 

Anti- 


actin 

Age 

lOy - 
elderly 

Women (%) 

78 
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Type 2 


Type 3 


Anti-LKM 
P-450 IID6 


Soluble liver- 
kidney antigen 


Synthetic core motif 
peptides 254-271 

Paediatric (2-14y) 
Rare in adults 


Cytokeratins 8 
and 18 


Adults (30-50y) 
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89 


90 







M 




Women (%) 

Concurrent immune 
disease % 

Gamma globulin 
elevation 

Low IgA 
HLA association 


78 

41 

+++ 

No 

B8, DR3 
DR4 
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89 

90 ^ 

34 

58 


0 

+ 

++ 

Occasional 

z 

o 

A 

B14, DR3, C4AQO 

Uncertain 









4G 


•ll 


AV 


Q © 100% !♦ ]• 11:39 


< 


Question 18 of 89 

= 

Low IgA 

No 

Occasiona 

No 

HLA association 

B8, DR3, 

DR4 

B14, DR3, C4AQO 

Uncertain 

Steroid response 

++ 

++ 

+++ 

Progression to 
cirrhosis 

45 

82 

75 


□ 
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Autoimmune hepatitis Type 1 
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A 24-year-old woman with 
constipation is referred to you by her 
GP. She describes opening her bowels 
once every 2 weeks and the stools are 
usually very hard. She has to strain on 
each occasion and has resorted to 
using her fingers to help expel her 
stool. She has tried dietary fibre and 
many different types of laxatives, 
which are no longer effective. She now 
complains of headache, malaise and 
poor concentration. She was adopted 
and does not know of any family 
history. 

Examination of the abdomen is normal 
Blood tests are normal, including 
thyroid function test and serum 
calcium level. Rigid sigmoidoscopy 
shows changes consistent with 
melanosis coli. 

Which of the following is the most 
appropriate management step? 

A Carry out a whole-gut transit 
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Blood tests are normal, including 
thyroid function test and serum 
calcium level. Rigid sigmoidoscopy 
shows changes consistent with 
melanosis coli. 

Which of the following is the most 
appropriate management step? 

A Carry out a whole-gut transit 

study 

B Refer to a dietician for advice 

on a high-fibre diet 

C Admit for colonoscopy with 

double-strength bowel prep 

D Trial of low-dose amitriptyline 

E Refer for anorectal myectomy 
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A 24-year-old woman with 
constipation is referred to you by her 
GP. She describes opening her bowels 
once every 2 weeks and the stools are 
usually very hard. She has to strain on 
each occasion and has resorted to 
using her fingers to help expel her 
stool. She has tried dietary fibre and 
many different types of laxatives, 
which are no longer effective. She now 
complains of headache, malaise and 
poor concentration. She was adopted 
and does not know of any family 
history. 

Examination of the abdomen is normal 
Blood tests are normal, including 
thyroid function test and serum 
calcium level. Rigid sigmoidoscopy 
shows changes consistent with 
melanosis coli. 

Which of the following is the most 
appropriate management step? 


Your answer was incorrect 
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A I Carry out a whole-gut transit 
I study 


Patients referred to hospital with 
constipation tend to be those with 
more severe impairment of quality of 
life and who have failed trials of dietary 
fibre supplementation or laxatives. 
Reintroducing fibre is usually not 
helpful and may exacerbate bloating. 
Up to 50% of women who present with 
constipation are victims of sexual or 
physical abuse, and therefore it is 
important to take a good social history. 
Abdominal radiography is important to 
exclude a dilated colon caused by 
megacolon or Hirschsprung’s disease. 

A radio-opaque marker study 
measuring whole-gut transit not only 
measures generalised intestinal motor 
function, but is also non-invasive and 
easy to interpret. 


B I Refer to a dietician for advice 
I on a high-fibre diet 
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therefore further advice on a high-fibre 
diet is unlikely to have any significant 
impact. 


C Admit for colonoscopy with 

double-strength bowel prep 

It’s unlikely that any anatomical 
abnormality will be revealed on 
colonoscopy, hence it isn’t advised 
here. 


D Trial of low-dose amitriptyline 

Agents such as tricyclic 
antidepressants, antipsychotics, 
opiates, calcium channel blockers and 
iron are all recognised to worsen 
symptoms of constipation. 


E Refer for anorectal myectomy 

This is the intervention of choice for 
short-segment Hirschsprung’s disease, 
although it shouldn’t be instituted until 
the diagnosis is confirmed. 
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Question 1 of 70 


A 74-year-old man presents to the 
Emergency Department with inability 
to swallow either solids or liquids for 
the past 3 days. On further 
questioning, he admits to having 
progressive difficulty, first for solids 
then for liquids, with respect to 
swallowing over the last 4 months. 

He has lost 5 kg in weight. He has a 60 
pack-year smoking history and drinks 8 
units of spirits per day. 

Examination reveals a BP of 110/79 
mmHg, pulse is 85/min and regular and 
he looks dehydrated. His BMI is 19, he 
has an irregular liver edge and a large 
left supraclavicular lymph node is 
palpable. 

Investigations: 


Hb 

LO 

• 

00 

g/dl 

WCC 

12.3 

x io 9 /l 

PLT 

179 

X 10 9 /l 

Na + 

137 

mmol/l 

K + 

4.3 

mmol/I 
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Urea 

15.2 mmol/l 

Albumin 

27 g/l 

ALT 

282 U/l 

AL p 

321 U/l 

Bilirubin 

24 |jmol/l 

USS 

Evidence of liver 

abdomen 

metastases 

Upper Gl 
endoscopy 

Ulcerated lesion within 
the lower 1/3 of the 
oesophagus 


Intravenous (iv) fluids have been 
commenced over the past 24 h. 

Which of the the following is the most 
appropriate next intervention? 

A Local mucosal resection 

B Oesophagectomy 
C Oesophageal stenting 
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— 

abdomen 

metastases 


Upper Gl 
endoscopy 

Ulcerated lesion within 

the lower 1/3 of the 
oesophagus 



Intravenous (iv) fluids have been 
commenced over the past 24 h. 

Which of the the following is the most 
appropriate next intervention? 

A Local mucosal resection 

B Oesophagectomy 
C Oesophageal stenting 
D Photodynamic therapy 

E Trastuzumab 
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Question 1 of 70 


A 26-year-old man with human 
immunodeficiency virus (HIV) infection 
presents with spiking temperatures 
over the past two weeks, right upper 
quadrant pain and abnormal liver 
function tests. He has a low CD4 count. 
Ultrasound scan and computed 
tomography (CT) scan are normal. 

Blood tests show: 


Hb 

12.0 g/dl 

White blood count 

4.0 x 10 9 /l 

Platelets 

151 x 10 9 /l 

International normalised 
ratio (INR) 

1.0 

Bilirubin 

20 |jmol/l 

Alanine 

aminotransferase (ALT) 

37 U/l (5- 
35) 

Alkaline phosphatase 
(ALP) 

380 U/l 
(30-150) 

Gamma GT (GGT) 

189 

Albumin 

35 g/l 
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Alkaline phosphatase 

380 U/l 

(ALP) 

(30-150) 

Gamma GT (GGT) 

189 

Albumin 

35 g/l 

What is the most useful 


investigation/intervention? 


A Blood culture 

B Liver biopsy 

C Magnetic resonance 

cholangiopancreatography 

(MRCP) 

D Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 


E CT abdomen 
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— 

A 26-year-old man with human 


immunodeficiency virus (HIV) infection 


presents with spiking temperatures 
over the past two weeks, right upper 
quadrant pain and abnormal liver 
function tests. He has a low CD4 count. 
Ultrasound scan and computed 
tomography (CT) scan are normal. 


Blood tests show: 


Hb 

12.0 g/dl 

White blood count 

4.0 x 10 9 /l 

Platelets 

151 x 10 9 /l 

International normalised 
ratio (INR) 

1.0 

Bilirubin 

20 |jmol/l 

Alanine 

aminotransferase (ALT) 

37 U/l (5- 
35) 

Alkaline phosphatase 

380 U/l 

(ALP) 

(30-150) 

Gamma GT (GGT) 

189 

Alhi innin 

36 n/\ 
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I D I Endoscopic retrograde 

I cholangiopancreatography 


Biliary involvement in HIV infection is 
commonly known as AIDS (acquired 
immunodeficiency syndrome) 
cholangiopathy, and is a syndrome of 
biliary obstruction resulting from 
infection-related strictures of the 
biliary tract. There is a spectrum of 
involvement including acute acalculous 
cholecystitis, papillary stenosis and 
sclerosing cholangitis. Cholangiopathy 
is mostly associated with 
Cryptosporidium parvum, but other 
pathogens have also been identified, 
including cytomegalovirus (CMV) and 
Microsporidium. 


The definitive diagnosis of 
cholangiopathy is made with direct 
visualisation by endoscopic retrograde 
cholangiopancreatography (ERCP), 
which can reveal several patterns of 
biliary abnormality; the combination of 
papillary stenosis and sclerosing 
cholangitis is the most unique to AIDS 

rhnl^nninn^fhv FRCP skn 3llnw«; hnfh 
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cholangitis is the most unique to AIDS 
cholangiopathy. ERCP also allows both 
confirmation of the diagnosis and the 
performance of therapeutic 
procedures, if indicated. Biliary 
brushings and biopsy, biliary 
aspiration, and small bowel biopsy can 
also be performed to aid in diagnosis, 
including detection of the etiologic 
agent using appropriate stains. 
However, other studies (particularly 
ultrasound and magnetic resonance 
cholangiopancreatography [MRCP]) 
can be helpful in early evaluation, and 
in selecting patients for ERCP. 

Symptomatic patients with papillary 
stenosis have responded 
symptomatically to endoscopic 
sphincterotomy. Antibiotics have not 
been shown to be useful. Some 
clinicians use ursodeoxycholic acid in 
patients with intrahepatic disease, with 
an observed improvement in liver 
enzymes. 


C I Magnetic resonance 

I cholangiopancreatography 
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C I Magnetic resonance 

I cholangiopancreatography 
I (MRCP) 


This is a cost-effective and sensitive 
initial screening investigation, but 
ECRP is considered the definitive 
modality, and carries further diagnostic 
and therapeutic options. 


A Blood culture 

This would not particularly contribute 
to diagnosis - imaging of the biliary 
tree is required to explore this 
patient’s symptoms pattern of liver 
enzyme derangement. 


B Liver biopsy 

Liver biopsy has little value in the 
diagnosis of AIDS cholangiopathy; 
diagnosis is informed by imaging of 
the biliary tree. 


E CT abdomen 
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Liver biopsy has little value in the 
diagnosis of AIDS cholangiopathy; 
diagnosis is informed by imaging of 
the biliary tree. 


E CT abdomen 

CT is more useful than ultrasound in 
identifying intrahepatic strictures, and 
can be effective in identifying 
intrahepatic masses, abdominal 
adenopathy, and pancreatic disease in 
jaundiced patients. But CT is inferior to 
ERCP in its ability to display the 
necessarily precise biliary anatomical 
details for the definitive diagnosis of 
AIDS cholangiopathy. 


Rate this question: 



Tag Question 


Feedback 


End Session 
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A 30-year-old woman with a history of 
Crohn’s disease returns to the clinic for 
review after formation of an ileostomy. 
She is worried as she has some 
ulcerated areas which have begun to 
form on the skin around the stoma. 

On examination, she is apyrexial and 
her abdomen is soft and non-tender. 
There are three deep ulcerated areas 
with a violaceous border around the 
edge of the stoma overlying where the 
colostomy bags stick on to the 
surrounding skin. She tells you the 
bags do not stick well and it hurts to 
attach them. 


Investigations: 


Hb 

10.9 g/dl 

WCC 

5.0 x 10 9 /l 

PLT 

182 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.5 mmol/l 

Creatinine 

130 (jmol/l 

ESR 

13 mm/hr 
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wcc 

5.0 x 10 9 /l 

PLT 

182 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.5 mmol/l 

Creatinine 130 |jmol/l 

ESR 

13 mm/hr 


What is the most appropriate way to 
manage these? 


A Topical terbinafine 

B IV flucloxacillin 


C Oral sulphasalazine 

D Oral prednisolone 

E Surgical debridement 
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D I Oral prednisolone 


This patient has classic pyoderma 
gangrenosum, which occurs in patients 
with a history of inflammatory bowel 
disease, and may be found around the 
stoma in patients with Crohn’s who 
have recently undergone stoma 
formation. Biopsy of pyoderma 
gangrenosum lesions shows neutrophil 
infiltration, haemorrhage and 
epidermal necrosis. However, findings 
are not specific and it is a diagnosis of 
exclusion. Topical or systemic 
corticosteroids are the treatment of 
choice for pyoderma gangrenosum. 
Anti-TNF treatment with infliximab or 
adalimumab has also been shown to 
be effective and should be considered 
if a rapid response to corticosteroids is 
not achieved. Topical or oral calcinerin 
inhibitors (eg tacrolimus) are an 
alternative. Repeated local trauma 
from applying and removing stoma 
bags may increase the chance of a 
recurrence. Further information is 
available. 
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Generally surgery is not recommended 
in pyoderma gangrenosum. Lesions are 
commonly preceded by trauma 
(pathergy) so in theory may worsen 
the condition. Closure of the stoma site 
can, in some cases, lead to resolution 
of the lesions. 


A Topical terbinafine 

The patient has pyoderma 
gangrenosum. There is no role for 
antifungal treatment unless cultures 
indicate superadded fungal infection. 


B IV flucloxacillin 

Pyoderma gangrenosum is sterile on 
culture unless secondary infection has 
occurred. 


C Oral sulphasalazine 

5ASA are not effective for the 
treatment of pyoderma gangrenosum. 




o 





..Il ^ 


M 




2:56 



Question 3 of 70 


A 62-year-old woman is referred to the 
clinic with worsening diarrhoea, 
intermittent wheeze and facial flushing. 
There is a past medical history of 
hypertension, for which she takes 
ramipril, but nil else of note. 

On examination, her BP 149/88 mmHg, 
pulse is 88/min, her BMI is 21. Her 
abdomen is soft and only mildly tender 
with active bowel sounds. There is 
facial telangiectasia and evidence of 
tricuspid regurgitation. 

Routine bloods undertaken by her 
general practitioner reveal: 


Hb 

10.8 g/dl 

Na + 

135 mmol/l 

K + 

3.2 mmol/l 

ALT 

215 U/l 


Which of the following diagnoses fits 
best with this clinical picture? 

A Phaeochromocytoma 
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Hb 

10.8 g/dl 

Na + 

135 mmol/l 

K + 

3.2 mmol/l 

ALT 

215 U/l 
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Which of the following diagnoses fits 
best with this clinical picture? 


A Phaeochromocytoma 
B Thyrotoxicosis 
C Carcinoid syndrome 

D Cushing’s disease 

E Iron deficiency anaemia 
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A 62-year-old woman is referred to the 
clinic with worsening diarrhoea, 
intermittent wheeze and facial flushing. 
There is a past medical history of 
hypertension, for which she takes 
ramipril, but nil else of note. 

On examination, her BP 149/88 mmHg, 
pulse is 88/min, her BMI is 21. Her 
abdomen is soft and only mildly tender 
with active bowel sounds. There is 
facial telangiectasia and evidence of 
tricuspid regurgitation. 

Routine bloods undertaken by her 
general practitioner reveal: 


Hb 

10.8 g/dl 

Na + 

135 mmol/l 

K + 

3.2 mmol/l 

ALT 

215 U/l 


Which of the following diagnoses fits 
best with this clinical picture? 


Your answer was incorrect 
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C I Carcinoid syndrome 


Carcinoid syndrome presents with 
facial flushing (75-90%), diarrhoea 
(>70%) and intermittent 
bronchospasm in 25% of patients. 
Associated clinical findings include 
facial telangiectasia and tricuspid 
regurgitation. It is caused by the action 
of serotonin, bradykinin and histamine 
produced by tumours arising from 
neuroendocrine cells. Diagnosis is by 
measuring an increase in urinary 5- 
hydroxyindoleacetic acid, a metabolite 
of 5-HT (serotonin). It is likely that this 
patient’s abnormal alanine 
aminotransferase is due to the 
presence of liver metastases. Pellagra 
is nicotinic acid deficiency which can 
occur as a result of increased 
requirements for nicotinamide as a 
result of the carcinoid tumour. It is an 
important substrate in the metabolic 
formation of 5-HT, deficiency in 
pellagra can lead to dementia in 
patients with extensive carcinoid 
metastases. 
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E I Iron deficiency anaemia 


Iron deficiency alone is unlikely given 
the other symptoms including facial 
flushing, diarrhoea, and evidence of 
tricuspid regurgitation, fitting better 
with carcinoid. 


A Phaeochromocytoma 

This is associated with marked 
hypertension and headaches, and 
maybe associated with hypokalaemia, 
but is not associated with significant 
diarrhoea. 


B Thyrotoxicosis 

Although thyrotoxicosis may be 
associated with weight loss and 
diarrhoea, features such as 
telangiectasia, tricuspid regurgitation 
and elevated transaminases would be 
unexpected in the context of 
hyperthyroidism. 
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Question 4 of 70 


A 38-year-old woman presents to the 
Emergency Department with nausea, 
vomiting and an upper Gl 
haemorrhage. She admits that she 
went foraging for mushrooms some 3 
days earlier and cooked some that she 
found in the forest, but no one else in 
the family wanted to take the risk of 
eating them. A sample of leftover 
mushrooms suggests they were Death 
Cap. 

On examination, her BP is 110/72 
mrmHg, with pulse 92/min and regular. 
She is tender in the epigastrium and 
right upper quadrant of her abdomen. 
There is dried blood around her lips 
and evidence of bruising on her arms 
and legs. 


Investigations: 


Hb 

9.1 g/dl 

WCC 

10.5 x 10 9 /l 

PLT 

121 x 10 9 /l 

Na + 

138 mmol/l 

K + 

5.2 mmol/l 
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PLT 

121 x 10 9 /l 

Na + 

138 mmol/l 

K + 

5.2 mmol/l 

Creatinine 255 |_imol/l 


Which of the following would be in 
indicator for transplant according to 
the King’s College Hospital criteria 
(non-paracetamol induced liver 
failure)? 


A Age 34 

B ALT 2300 U/l 

C Alkaline phosphatase 430 U/l 


D Bilirubin 320 pmol/l 


E INR 3.2 
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D I Bilirubin 320 [_imol/l 


Bilirubin levels of >300 pmol/l is one of 
the prognostic indicators that 
determines referral for liver 
transplantation. 

Several factors are important in the 
prognosis of patients with acute liver 
failure. Several criteria have been 
developed to predict when liver 
transplantation is indicated, the most 
widely accepted being the King's 
College Hospital criteria: 


• INR >6.5; or, 


Three of the following five criteria: 

• Patient age <11 or >40; 

• Serum bilirubin >300 micromoles 
per litre; 

• Time from onset of jaundice to 
the development of coma >7 
days; 

• INR >3.5; or 

• Drug toxicity, regardless of 
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• Drug toxicity, regardless of 
whether it was the cause of the 
acute liver failure. 


E I INR 3.2 


INR of >6.5 is considered one of the 
positive indicators that determines 
referral for liver transplantation. 


A Age 34 

Age of less than 11 years or more than 
40 years is considered to be one of the 
prognostic indicator criteria for liver 
transplantation. 

B Alt 2300 U/l 

ALT level is not included in the King’s 
College Hospital criteria of prognostic 
indictors for liver transplantation. 


C Alkaline phosphatase 430 U/l 
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Question 5 of 70 


A 62-year-old man presents with a 3- 
week history of watery diarrhoea and 
abdominal pain. Prior to this, he had 
been feeling generally unwell for a few 
months with malaise, anorexia, weight 
loss and increasing exertional 
dyspnoea. His only past medical 
history was hypertension which had 
been well controlled for many years on 
a beta-blocker. He did not smoke and 
rarely drank alcohol. 

On examination, he was thin and 
wasted. He had marked facial 
telangiectasia, a raised jugular venous 
pressure and a palpable right 
ventricular heave. There was an 
ejection systolic murmur at the upper 
left sternal edge. 

On chest auscultation, he had 
scattered expiratory wheeze. His 
abdomen was soft and not distended, 
with tender hepatomegaly but no 
palpable spleen. He had pitting ankle 
oedema bilaterally. Neurological 
examination did not reveal any 
abnormalities. 

Investigation results are below: 
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Investigation results are below: 


Haemoglobin (Hb) 

11.2 g/dl 

White cell count 

7.0 x 10 9 /l 

Platelets 

300 x 10 9 /l 

Mean corpuscular 
volume (MCV) 

86 fl 

Na + 

135 mmol/l 

K + 

3.8 mmol/l 

Urea 

5.2 mmol/l 

Ca 2+ 

2.34 mmol/l 

Creatinine 

110 |jmol/l 

Bilirubin 

20 |jmol/l 

Alkaline 

phosphatase 

160 IU/1 

Aspartate 

transaminase 

(AST) 

42 IU/1 

Albumin 

34 g/l 

Gamma-glutamyl 

70 II 1VI_ 
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Gamma-glutamyl 

transferase 


72 IU/1 


Chest radiograph 


Electrocardiogram 

(ECG) 


Prominent 
pulmonary 
artery, clear lung 
fields 

Sinus rhythm, 
right ventricular 
hypertrophy 


Which investigation would be most 
useful in making the diagnosis? 



24 h urine collection for 
vanillylmandelic acid (VMA) 


B Stool microscopy and culture 


C 24 h urine collection for 5- 

hydroxyindoleacetic acid (5- 
HIAA) 


D Colonoscopy 










C I 24 h urine collection for 5- 


Carcinoid syndrome is caused by 
tumours originating from 
enterochromaffin cells which secrete 
5-HT (serotonin) as well as other 
hormones, such as kinins and 
histamine. Patient presents with 
paroxysmal facial flushing, wheeze, 
abdominal pain, watery diarrhoea and 
weight loss. Diagnosis is made by an 
elevated 24 h urinary excretion of 5- 
hydroxyindoleactic add (5-HIAA) in 
combination with ultrasonography to 
visualise the liver metastases. 


A 24 h urine collection for 

vanillylmandelic acid (VMA) 


24 h urine collection for 
vanillylmandelic acid (VMA), 
catecholamines and metanephrines are 
standard tests for the diagnosis of 
pheochromocytoma, a tumour of 

i 1 ■ 
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pheochromocytoma, a tumour of 
sympathetic nervous system. This 
tumour is characterized by headache, 
hypertension, perspiration, palpitation 
and anxiety. VMA is an end staged 
metabolite of catecholamines, 
epinephrine and norepinephrine. 


B Stool microscopy and culture 

Stool should be sent for microscopy 
and culture, if diarrhoea persists for 
more than a week. Stool evaluation will 
be useful in this case, however, it is not 
the best choice of investigation leading 
to a definitive diagnosis. 


D Colonoscopy 

In most patients with chronic 
persistent diarrhea diarrhea of more 
than 4 weeks) , Colonoscopy is 
indicated with a mucosal biopsy to 
exclude inflammatory bowel disease, 
colonic carcinoma and microscopic 
colitis. 
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A 52-year-old man with chronic renal 
impairment and previous splenectomy 
for hereditary spherocytosis presents 
to the Emergency Department with 
fever and rigors. He has been 
complaining of right upper quadrant 
pain over the past few days. His wife 
tells you that he has been avoiding 
fatty foods recently as he feels 
nauseous and sometimes vomits after 
eating them. 

On examination, he is pyrexial (39.2 
°C) with BP 105/70 mmHg, pulse 
102/min. There is obvious right upper 
quadrant tenderness. 


Investigations: 


Hb 

11.9 g/dl 

WCC 

13.2 x 10 9 /l 

PLT 

193 x 1071 

Na + 

139 mmol/l 

K + 

4.5 mmol/l 

Creatinine 

134 [jmol/l 
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wcc 

13.2 x 10 9 /l 

PLT 

193 x 10 9 /l 

Na + 

139 mmol/l 

K + 

4.5 mmol/l 

Creatinine 134 |jmol/l 


Which of the following would be the 
most appropriate antibiotic 
intervention? 


A Gentamicin 


B Ciprofloxacin 
C Erythromycin 
D Vancomycin 


E Amoxycillin 
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impairment and previous splenectomy 
for hereditary spherocytosis presents 
to the Emergency Department with 
fever and rigors. He has been 
complaining of right upper quadrant 
pain over the past few days. His wife 
tells you that he has been avoiding 
fatty foods recently as he feels 
nauseous and sometimes vomits after 
eating them. 

On examination, he is pyrexial (39.2 
°C) with BP 105/70 mmHg, pulse 
102/min. There is obvious right upper 
quadrant tenderness. 


Investigations: 


Hb 

11.9 g/dl 

WCC 

13.2 x 10 9 /l 

PLT 

193 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.5 mmol/l 

Creatinine 

134 [jmol/l 


Which of the following would be the 

<1 o □ 








I 


M 



• AV 


©' CD 3:59 



Question 6 of 70 

B I Ciprofloxacin 


He is at increased risk of gallstones 
due to haemolysis related to his 
hereditary spherocytosis. It is likely 
that the presence of stones within the 
bile duct has led to ascending 
infection. Ciprofloxacin has a broad 
spectrum of activity including against 
Streptococcus, Pseudomonas, 
Staphylococcus epidermidis and Gram¬ 
negative organisms, and it is therefore 
the default choice here. Antibiotic 
treatment is usually followed by ERCP 
and sphincterotomy to allow any 
stones or sludge to pass. 


A Gentamicin 

This is an alternative although it must 
be carefully dosed given that 
creatinine is already elevated, blood 
pressure is at the lower end of the 
normal range and there is potential 
Gram-negative sepsis. 

C Frvthromvcin 
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C Erythromycin 

Erythromycin isn’t an appropriate 
choice here because it has poor 
coverage against potential Gram¬ 
negative pathogens. 


D Vancomycin 

Like gentamicin, vancomycin requires 
dose adjustment for kidney disease 
and is potentially nephrotoxic; it’s 
therefore a less appropriate choice 
versus ciprofloxacin. 


E Amoxycillin 

There is extensive resistance to 
amoxicillin amongst Pseudomonas and 
Gram-negatives, and so it isn’t an 
appropriate choice here. 


Rate this question: 



Next Question 
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A 45-year-old woman attended the 
Emergency Department with a 4-h 
history of acute severe central 
abdominal pain that was colicky in 
nature and associated with nausea and 
vomiting. 

Other than hypertension, for which she 
had recently started a beta-blocker 
and an angiotensin-converting enzyme 
inhibitor, she was fit and well with no 
past medical or surgical history and no 
family history of note. 

Her plain abdominal X-ray is shown 
below: 



What is the most likely diagnosis? 
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What is the most likely diagnosis? 


A Ogilvie syndrome 

B Angio-oedema of the bowel 

C Gallstone ileus 


D Adhesions 


E Irritable bowel syndrome 
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B I Angio-oedema of the bowel 


Angio-oedema is a rare but recognised 
cause of small bowel obstruction. 
Hereditary forms of the disease may 
occur in association with Cl esterase 
deficiency; such cases are likely to 
present earlier in life, and are usually 
associated with a family history. The 
clue in this scenario is the recent use 
of ACE inhibitors, as these are the 
drugs most commonly implicated in 
non-hereditary angio-oedema. 
Symptoms may occur between a 
matter of minutes up to many years 
after starting drug treatment, but 
usually occur within a few weeks of 
starting (or taking an increased dose 
of) the ACE inhibitor. The condition is 
related to low levels of angiotensin II 
and a consequent increase in 
bradykinins. Alternative drugs should 
be used to minimise the risk of 
recurrence. 


A I Ogilvie syndrome 
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= 

The abdominal X-ray shown 


demonstrates small bowel obstruction. 
This makes Ogilvie syndrome unlikely, 
as this is a condition of chronic 
intestinal pseudo-obstruction that 
tends to first present with features of 
small and large bowel obstruction, and 
tends to be much less acute in onset 
than in the scenario here. 


C Gallstone ileus 

Large gallstones may erode from the 
gallbladder directly into the small 
bowel, forming a fistulous connection. 
Subsequent intestinal obstruction may 
occur as the gallstone impacts. This 
occurs most often at the ileocaecal 
valve. Such stones may occasionally be 
seen on X-rays but often are not, as 
these tend not to be calcified. As such, 
CT is usually the means by which the 
diagnosis is made. In the scenario 
described, there is neither any history 
given to suggest gallstone disease, nor 
any radiological signs that might 
support this as the diagnosis. 
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= 

demonstrates sma 

bowe obstruction. 


This makes Ogilvie syndrome unlikely, 
as this is a condition of chronic 
intestinal pseudo-obstruction that 
tends to first present with features of 
small and large bowel obstruction, and 
tends to be much less acute in onset 
than in the scenario here. 


C 


Gallstone ileus 


Large gallstones may erode from the 
gallbladder directly into the sma 
bowel, forming a fistulous connection. 
Subsequent intestinal obstruction may 
occur as the gallstone impacts. This 
occurs most often at the ileocaecal 
valve. Such stones may occasionally be 
seen on X-rays but often are not, as 
these tend not to be calcified. As such, 
CT is usually the means by which the 
diagnosis is made. In the scenario 
described, there is neither any history 
given to suggest gallstone disease, nor 
any radiological signs that might 
support this as the diagnosis. 
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CT is usually the means by which the 
diagnosis is made. In the scenario 
described, there is neither any history 
given to suggest gallstone disease, nor 
any radiological signs that might 
support this as the diagnosis. 


D Adhesions 

Adhesions are very unlikely to be the 
cause of obstruction in people without 
a history of abdominal surgery 
(although rarely, idiopathic fibrous 
bands are seen at laparotomy for small 
bowel obstruction). 

E Irritable bowel syndrome 

Irritable bowel syndrome will not cause 
features of a mechanical obstruction. 

Rate this question: 4^ 


Next Question 
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A 60-year-old man presents with a 6- 
week history of dysphagia for solids, 
poor appetite and weight loss. He has 
no significant past medical history but 
admits that he has suffered from 
indigestion and heartburn for many 
years and has been self-medicating 
with antacid tablets and Gaviscon. He 
smokes 20 cigarettes per day and 
consumes approximately 20 units of 
alcohol per week. He is referred for 
endoscopy, which reveals a tumour 
within the lower third of the 
oesophagus. 

What is the most likely aetiology of 
this tumour? 


A Barrett’s oesophagus 

B HPV virus exposure 

C Candidal oesophagitis 

D Achalasia 
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smokes 20 cigarettes per day and 
consumes approximately 20 units of 
alcohol per week. He is referred for 
endoscopy, which reveals a tumour 
within the lower third of the 
oesophagus. 

What is the most likely aetiology of 
this tumour? 


A Barrett’s oesophagus 

B HPV virus exposure 

C Candidal oesophagitis 

D Achalasia 


E pylori infection 
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consumes approximately 20 units of 
alcohol per week. He is referred for 
endoscopy, which reveals a tumour 
within the lower third of the 
oesophagus. 


What is the most likely aetiology of 
this tumour? 


Your answer was correct 


A I Barrett’s oesophagus 


B HPV virus exposure 
C Candidal oesophagitis 

D Achalasia 


E pylori infection 


Explanation 
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A I Barrett’s oesophagus 


Chronic acid reflux predisposes to the 
development of Barrett’s oesophagus, 
where the normal oesophageal 
squamous epithelial lining is replaced 
with metaplastic columnar epithelium. 
In this case the self-medication for a 
number of years with anti-indigestion 
medication is likely to represent 
significant long-term acid exposure. 


B HPV virus exposure 

Although HPV virus exposure is an 
emergent risk factor for oesophagea 
cancer, in this case smoking and 
alcohol consumption are much more 
likely significant risk factors. 


C Candidal oesophagitis 


Candida oesophagitis is a cause of 
acute symptoms of indigestion; 
chronic carriage is usually not seen in 
immunocompetent patients, where 

fho\/ nroconf f r^r fhar^nv/ oprl\/ 









“,il <3. © 6 


M 


© D 4:07 


< 

Question 8 of 70 

— 
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Candidal oesophagitis 


Candida oesophagitis is a cause of 
acute symptoms of indigestion; 
chronic carriage is usually not seen in 
immunocompetent patients, where 
they present for therapy early. 


D Achalasia 

Achalasia presents with long-term 
symptoms of dysphagia for both 
liquids and solids, is due to lower 
oesophageal spasm, and is not 
associated with significant weight loss. 


E pylori infection 

H. pylori infection is a risk factor for 
both peptic ulcer disease and gastric 
lymphoma, but isn’t considered a 
significant risk factor for oesophagea 
cancer. 


Rate this question: 
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Question 9 of 70 


A 36-year-old woman with a 15-year 
history of severe ileo-colonic Crohn’s 
disease is admitted for assessment and 
management of a severe flare-up of 
her disease. Her symptoms are severe 
lower abdominal pain, diarrhoea, 
weight loss and lethargy. She has also 
recently developed a vesico-colic 
fistula. 

She is currently taking mycophenolate 
mofetil (MMF), which had been 
controlling her symptoms for the last 
few months, but was now losing its 
efficacy. Her treatment history consists 
of multiple courses of steroids which, 
when tapered off resulted in severe 
disease recurrence. She also failed on 
azathioprine and 6-mercaptopurine 
and an elemental diet. 

She had an ileal segmental resection 
with end-to-end anastomosis 8 years 
ago. Her blood tests show a 
normochromic normocytic anaemia, 
leucocytosis, elevated erythrocyte 
sedimentation rate (ESR) and C- 
reactive protein (CRP) and a low 
albumin. 
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leucocytosis, elevated erythrocyte 
sedimentation rate (ESR) and C- 
reactive protein (CRP) and a low 
albumin. 


What is the most appropriate next line 
as steroid-sparing therapy? 


A Oral ciclosporin 

B Intravenous infliximab 

C Total colectomy with ileo-ana 

pouch formation 

D Alpha-interferon therapy 

E Intravenous 

cyclophosphamide 
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A 36-year-old woman with a 15-year 
history of severe ileo-colonic Crohn’s 
disease is admitted for assessment and 
management of a severe flare-up of 
her disease. Her symptoms are severe 
lower abdominal pain, diarrhoea, 
weight loss and lethargy. She has also 
recently developed a vesico-colic 
fistula. 

She is currently taking mycophenolate 
mofetil (MMF), which had been 
controlling her symptoms for the last 
few months, but was now losing its 
efficacy. Her treatment history consists 
of multiple courses of steroids which, 
when tapered off resulted in severe 
disease recurrence. She also failed on 
azathioprine and 6-mercaptopurine 
and an elemental diet. 

She had an ileal segmental resection 
with end-to-end anastomosis 8 years 
ago. Her blood tests show a 
normochromic normocytic anaemia, 
leucocytosis, elevated erythrocyte 
sedimentation rate (ESR) and C- 
reactive protein (CRP) and a low 
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Intravenous infliximab 


Infliximab is a biological therapy for 
Crohn’s disease and is a monoclonal 
antibody to the cytokine tumour 
necrosis factor-alpha. It is licensed for 
use in the management of steroid- and 
immunosuppressant-resistant Crohn’s 
disease. It is also particularly useful in 
healing fistulae. It has been reported to 
induce a remission in 60-80% of 
patients. If the patient responds to the 
initial dose, then the usual treatment 
regime is a further four infusions at 8- 
weekly intervals. Allergic reactions are 
seen in 5% of cases. It is important to 
exclude tuberculosis prior to starting 
this treatment as it can cause 
reactivation. 


A I Oral ciclosporin 


Ciclosporin is a treatment option for 
ulcerative colitis rather than Crohn’s 
disease. 
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emergency treatment for Gl 
obstruction from stricturing or bowel 
perforation. As surgery is never 
curative, it should be reserved after 
medical options have been exhausted. 


D Alpha-interferon therapy 

Alpha-interferon therapy is appropriate 
in CML, hairy cell leukaemia, follicular 
lymphoma and chronic hepatitis B and 
C. It is not useful in Crohn’s disease. 


E Intravenous 

cyclophosphamide 

Cyclophosphamide is a 
chemotherapeutic agent that can be 
used against rheumatoid arthritis, 
vasculitis and in various forms of 
leukaemia and lymphoma. It should not 
be used in Crohn’s disease. 


Rate this question: 
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A 32-year-old woman comes to the 
clinic with chronic diarrhoea, which she 
finds hard to flush away. She has 
visited the general practitioner (GP) 
three times in the past year and has 
been told that she has irritable bowel 
syndrome, but she is increasingly tired 
and lethargic. 


Investigations: 


Hb 

WCC 

10.6 g/dl (MCV 106 

fl) 

5.0 x 10 9 /l 

PLT 

203 x 10 9 /l 

Na+ 

139 mmol/l 

K+ 

4.5 mmol/l 

Creatinine 

100 pmol/l 

Albumin 

29 g/l 

Anti-TTG 

antibody 

+ 


Which of the following is the most 
likely diagnosis? 
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K+ 

t 

4.5 mmol/l 

Creatinine 

100 pmol/l 

Albumin 

29 g/l 

Anti-TTG 

antibody 

+ 


Which of the following is the most 
likely diagnosis? 

A Crohn’s disease 


B Pancreatic insufficiency 

C Coeliac disease 


D Lactose intolerance 


E Irritable bowel syndrome 












Question 1 of 61 



'O' 


i6:04 



C I Coeliac disease 


The presence of positive anti-TTG 
antibodies, probable B 12 /folate 
deficiency and diarrhoea that is 
difficult to flush away raises the 
possibility of malabsorption due to 
coeliac disease. Diagnosis is confirmed 
with small bowel biopsy, which is likely 
to reveal villous atrophy. Treatment is 
with gluten exclusion. Long-term risks 
associated with coeliac disease include 
oesophageal carcinoma and small 
bowel lymphoma, particularly in 
patients who fail to follow the gluten- 
free regime. 


A Crohn’s disease 

Crohn’s disease is not associated with 
anti-TTG antibody positivity and it is 
unlikely for two diagnoses to co-exist 
in this patient. The pattern of diarrhoea 
is very suggestive of fat malabsorption, 
which fits best with coeliac disease. 
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B 

Pancreatic insufficiency 


Although pancreatic insufficiency can 
lead to fat malabsorption, discrete 
episodes of pancreatitis leading to 
exocrine failure would be expected and 
anti-TTG antibody would likely be 
negative. 


D Lactose intolerance 

Lactose intolerance is not related to 
anti-TTG antibodies, although it can 
present with symptoms of 
malabsorption. It responds to 
avoidance of dairy products. 


E Irritable bowel syndrome 

The abnormal investigations here 
essentially rule out IBS as an 
underlying diagnosis. 


Rate this question: 



Next Question 
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A 74-year-old man presents to the 
Emergency Department with inability 
to swallow either solids or liquids for 
the past 3 days. On further 
questioning, he admits to having 
progressive difficulty, first for solids 
then for liquids, with respect to 
swallowing over the last 4 months. 


He has lost 5 kg in weight. He has a 60 
pack-year smoking history and drinks 8 
units of spirits per day. 

Examination reveals a BP of 110/79 
mmHg, pulse is 85/min and regular and 
he looks dehydrated. His BMI is 19, he 
has an irregular liver edge and a large 
left supraclavicular lymph node is 
palpable. 


Investigations: 


Hb 

LO 

00 

g/di 

WCC 

12.3 

x 10 9 /l 

PLT 

179 

x 10 9 /l 

Na + 

137 

mmol/I 

K + 

4.3 

mmol/I 
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tot mmoi/i 

K + 

4.3 mmol/I 

Creatinine 

151 micromol/l 

Urea 

15.2 mmol/l 

Albumin 

27 g/l 

ALT 

282 U/l 

ALP 

321 U/l 

Bilirubin 

24 (jmol/l 

USS 

Evidence of liver 

abdomen 

metastases 

Upper Gl 
endoscopy 

Ulcerated lesion within 
the lower 1/3 of the 
oesophagus 


Intravenous (iv) fluids have been 
commenced over the past 24 h. 

Which of the the following is the most 
appropriate next intervention? 

A Local mucosal resection 
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abdomen 
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metastases 

Upper Gl 
endoscopy 

Ulcerated lesion within 
the lower 1/3 of the 
oesophagus 


Intravenous (iv) fluids have been 
commenced over the past 24 h. 

Which of the the following is the most 
appropriate next intervention? 

A Local mucosal resection 

B Oesophagectomy 
C Oesophageal stenting 
D Photodynamic therapy 

E Trastuzumab 
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Urea 

15.2 mmol/l 

Albumin 

27 g/l 

ALT 

282 U/l 

ALP 

Bilirubin 

321 U/l 

24 pmol/l 

USS 

Evidence of liver 

abdomen 

metastases 




Ulcerated lesion within 

Upper Ul 

the lower 1/3 of the 

endoscopy 

oesophagus 


Intravenous (iv) fluids have been 
commenced over the past 24 h. 

Which of the the following is the most 
appropriate next intervention? 



A Local mucosal resection 
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C I Oesophageal stenting 


Oesophageal stenting can be used as a 
long-term palliation for dysphagia, as 
seen in this patient. The primary goal 
of oesophageal stenting in patients 
with advanced disease is to relieve 
dysphagia and to prevent malnutrition. 
In comparison to parenteral nutrition, 
endoscopic stent placement 
significantly improves the quality of life 
of patients by restoring the ability of 
oral intake of fluids and food. 


A Local mucosal resection 

The cancer has already progressed too 
far for this to be effective. Mucosal 
resection should be considered in 
patients with oesophageal mucosal 
cancer and patients with early stage of 
carcinoma. NICE guidelines (see 
weblink below) also point out that role 
of mucosal section in patients with 
Barrett’s oesophagus, and ablation of 
residual areas of dysplasia requires 
further research. 
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Oesophagectomy 


Oesophagectomy is no longer 
considered for palliation of symptoms. 
Thus, this option cannot be used in this 
patient. It is more useful in the early 
stages of carcinoma. 


D Photodynamic therapy 

Photodynamic therapy is used as a 
debulking option, but because this 
patient has an advanced case and 
disease has spread too far, this option 
would not be effective. Endoscopic 
therapies can be offered to patients 
with high-grade dysplasia and 
intramucosal cancer (Tla), as an 
alternative to oesophagectomy. These 
therapies include endoscopic mucosal 
resection and ablative therapies 
(radiofrequency ablation or 
photodynamic therapy). 
Radiofrequency ablation alone is 
considered for flat, high-grade 
dysplasia. 
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aiternativetooesopnagectomy. i nese 
therapies include endoscopic mucosal 
resection and ablative therapies 
(radiofrequency ablation or 
photodynamic therapy). 
Radiofrequency ablation alone is 
considered for flat, high-grade 
dysplasia. 


E Trastuzumab 

Trastuzumab is used in HER 2-positive 
cancers at the oesophago-gastric 
junction, in combination with 
cisplatin/fluropyrimidine. There is a 
documented improvement in disease- 
free survival and overall survival with 
the use of this regimen. However, 
chemotherapy is not the best option in 
this patient due to his poor functional 
status. 


Rate this question: 



Next Question 
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A 36-year-old shop assistant presents 
with a 3-month history of diarrhoea. 
Her symptoms include increased stool 
frequency (particularly in the 
mornings) bloating and vague 
abdominal pains. The stool is soft with 
no blood. 

On examination, her BP is 112/72 
mmHg, pulse is 80/min and regular, 
she is thin with a body mass index 
(BMI) of 22, but apparently her weight 
is stable. 

Initial blood tests arranged by the 
general practitioner (GP) are outlined 
below. 


Urea and 
electrolytes 

Normal 

Hb 

10.0 g/dl 

WCC 

6.0 x 10 9 /l 

PLT 

350 x 10 9 /l 

MCV 

100 fl 

B]2 

160 ng/l 

Serum folate 

1.5 |jg/l 
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Serum folate 

1.5 |jg/l 

Serum total 
protein 

63 g/l 

igG 

12.0 g/l (6.0 - 
13.0) 

IgA 

0.2 g/l (0.8 - 
3.0) 

IgM 

1.5g/l (0.4 - 2.5) 


Which one of the following would be 
the most useful diagnostic test? 

A Anti-tissue transglutaminase 

IgA antibodies 

B Anti-endomysial IgA 

antibodies 

C Colonoscopy 

D Upper gastrointestinal tract 

endoscopy with duodenal 
biopsies 
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Upper gastrointestinal tract 1 

endoscopy with duodenal 1 

biopsies 1 


Young people with diarrhoea should all 
be screened for coeliac disease, which 
is the commonest cause of small bowel 
disease in the West. The best initial 
screening tests are serological, either 
tissue transglutaminase or anti- 
endomysial antibodies, but these tests 
may be invalid in the presence of 
selective immunoglobulin A (IgA) 
deficiency, which is much commoner in 
patients with coeliac disease (2.6%). 
More modern tests now incorporate 
testing for IgG anti-TTG antibodies, 
which is a valid screening test. 
However, from the options provided 
here upper gastrointestinal tract 
endoscopy with duodenal biopsies is 
the best investigation to exclude 
coeliac disease. 

The symptoms in this case are non¬ 
specific and in the absence of 
abnormalities in screening blood tests 
would be sufficient to make a 
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abnormalities in screening blood tests 
would be sufficient to make a 
diagnosis of functional bowel disease 
without further investigation in 
someone under the age of 45 years. In 
this case however there is evidence of 
some small bowel malabsorption 
(folate deficiency) which would 
warrant further investigation. Small 
bowel examination would include in 
this case duodenal biopsy to exclude 
coeliac disease, and barium follow- 
through to image the terminal ileum. 


A Anti-tissue transglutaminase 

IgA antibodies 

This would be a good initial screening 
test but may invalid in the presence of 
selective IgA deficiency which is seen 
in this patient. 


B Anti-endomysial IgA 

antibodies 


This would be a good initial screening 
test but may invalid in the presence of 
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B Anti-endomysial IgA 

antibodies 

This would be a good initial screening 
test but may invalid in the presence of 
selective IgA deficiency which is seen 
in this patient. 


C Colonoscopy 

In the absence of red flag symptoms, 
such as weight loss, symptoms 
overnight and iron deficiency anaemia, 
colonoscopy would not be required in 
this patient. 


E Three-day faecal fat collection 

Three-day faecal fat determination is 
unpleasant and has a low yield in the 
investigation of malabsorption and is 
not recommended for routine use. 


Rate this question: 
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A 34-year-old waiter presents with 
several weeks history of steatorrhoea 
and abdominal pain. He also reports 4 
kg unintentional weight loss in the past 
6 months. He has a long history of 
alcohol dependence and was recently 
diagnosed with diabetes by his GP. 

Examination reveals a palpable 
epigastric abdominal mass. 

Which investigation is most likely to 
confirm the diagnosis? 


A Endoscopic retrograde 

cholangiopancreatography 

(ERCP) 

B CT abdomen 

C CA 19-9 levels 

D Faecal elastase 

E Abdominal ultrasound 
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a o4-year-cna warcerpresents witn 
several weeks history of steatorrhoea 
and abdominal pain. He also reports 4 
kg unintentional weight loss in the past 
6 months. He has a long history of 
alcohol dependence and was recently 
diagnosed with diabetes by his GP. 

Examination reveals a palpable 
epigastric abdominal mass. 

Which investigation is most likely to 
confirm the diagnosis? 



Your answer was incorrect 



C CA 19-9 levels 

D Faecal elastase 


E Abdominal ultrasound 
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The history of long-standing alcohol 
excess, coupled with a recent 
diagnosis of diabetes, suggests an 
underlying diagnosis of chronic 
pancreatitis. The clinical examination 
suggests the development of a 
pancreatic pseudocyst and so a CT 
abdomen is the best investigation for 
detecting pancreatic pathology of this 
nature. 


A I Endoscopic retrograde 
I cholangiopancreatography 
I (ERCP) 


ERCP is no longer used as primary 
diagnostic test as it is an invasive test 
that carries a 5% risk of causing 
pancreatitis. 


C CA 19-9 levels 

CA 19-9 is a tumour marker which, if 
elevated, can be indicative of 
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C CA 19-9 levels 

CA 19-9 is a tumour marker which, if 
elevated, can be indicative of 
pancreatic cancer, but should not be 
used in isolation to make a diagnosis. 


D Faecal elastase 

This is a test performed for pancreatic 
insufficiency and would still not explain 
the epigastric mass seen in this case. 


E Abdominal ultrasound 

This may be useful but will not give as 
much information as a CT scan. 



Rate this question: 
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A 50-year-old woman presents with a 
1-year history of pruritus. She is 
otherwise asymptomatic. There is no 
other past medical history and she is 
not taking any regular medications. 

She is a non-smoker and does not 
drink any alcohol. 

On examination, there is evidence of 
scratch marks and xanthelasma, but no 
features of chronic liver disease. 


Investigations: 


Hb 

13.7 g/dl 

WCC 

9.0 x 10 9 /l 

PLT 

200 x 10 9 /l 

Na + 

143 mmol/l 

K + 

4.3 mmol/l 

Creatinine 

100 pmol/l 

Urea 

6.0 mmol/l 

Billirubin 

45 U/l 

ALT 

45 U/l 

A 1 D_ 

i«n i i /i_ 
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Billirubin 

45 U/l 

ALT 

45 U/l 

ALP 

180 U/l 

IgM 

Raised 

ANA 

— 


What is the most likely diagnosis? 

A Primary biliary cirrhosis 


B Sclerosing cholangitis 

C Autoimmune hepatitis 

D Non-alcoholic steatohepatitis 

(NASH) 

E Drug-induced hepatitis 
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The combination of pruritus, 
xanthelasma and elevated ALP and IgM 
is highly specific for primary biliary 
cirrhosis. Anti-mitochondrial 
antibodies are highly specific and are 
seen in 95% of patients with PBC. 
Pruritis is the commonest presenting 
symptom of PBC, and the bilirubin can 
be often normal at presentation, it is 
raised late in the disease and is 
indicative of a poor prognosis. 
Ursodeoxycholic acid (UDCA) is the 
only approved therapy. Bile acid 
sequestrants such as cholestyramine 
can help with pruritis. 


Primary biliary cirrhosis 



B Sclerosing cholangitis 

This is not associated with 
xanthelasma but with inflammatory 
bowel disease, particularly ulcerative 
colitis. 


C Autoimmune hepatitis 
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CUM Lib. 



C Autoimmune hepatitis 

This is associated with raised IgG 
levels, not those of IgM and ALP. 


D Non-alcoholic steatohepatitis 

(NASH) 

NASH is less likely here because again 
you would expect a raised ALT/ALP 
ratio and it would not explain the 
raised IgM levels. 


E Drug-induced hepatitis 

The question tells you that the patient 
is not on any regular medications. 


Rate this question: 
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A woman who is 34 weeks’ pregnant is 
admitted with anorexia, nausea and 
vomiting. She is started on intravenous 
(iv) fluids and ranitidine. Six hours 
later, her vomiting persists and she 
becomes confused. She is a non- 
smoker and does not drink any alcohol. 

On examination, she is afebrile. Her 
blood pressure is 160/90 mmHg and 
she is tachycardic. Cardiovascular and 
chest examinations are normal. Her 
abdomen is tender in the right upper 
quadrant but there is no rebound or 
rigidity. There are no focal neurological 
signs. 


Investigations: 


Hb 

12.0 g/dl 

WBC 

20.0 x 10 9 /l (75% 
neutrophils) 

PLT 

160 x 10 9 /l 

MCV 

82 fl 

INR 

1.6 

Na + 

133 mmol/l 
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Na + 

133 mmol/l 

K + 

4.5 mmol/l 

Urea 

13.0 mmol/l 

Creatinine 

124 pmol/l 

Bilirubin 

40 [jmol/l 

ALP 

201 U/l (30-150) 

ALT 

520 U/l (5-35) 

ggt 

101 U/l (4.35) 

Albumin 

32 g/l 

Blood 

3.9 mmol/l 

glucose 

Blood film 

Schistocytes seen 

Urinalysis 

2+ protein 


Ultrasound scan of the abdomen 
shows fatty changes in the liver. She is 
given FFP and iv dextrose. 

Which of the following is the most 
appropriate next management step? 




o 






M 


Q© (T3 8:17 


“ i 
.11 


< 


Question 6 of 61 

— 

DlOOO 

! rmn 

ocmsiocyies seen 1 

Urinalysis 

2+ protein 


Ultrasound scan of the abdomen 
shows fatty changes in the liver. She is 
given FFP and iv dextrose. 

Which of the following is the most 
appropriate next management step? 

A Broad-spectrum antibiotics 

B Urgent liver biopsy to 

determine prognosis 

C Urgent abdominal CT with 

contrast 

D Upper Gl endoscopy 

E Prompt delivery by caesarean 

section 
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1 ® 

1 Prompt delivery by caesarean 1 


1 section 1 


This patient has acute fatty liver 
disease of pregnancy (AFLP) and 
disseminated intravascular 
coagulation. It is a condition of the 
third trimester and is common in first 
pregnancies and multiple pregnancies. 
The diagnosis is a clinical one and 
there is characteristically an elevated 
white blood cell (WBC) count, low 
glucose, low albumin and evidence of 
disseminated intravascular 
coagulation. The management involves 
aggressive correction of 
hypoglycaemia and coagulopathy 
followed by expeditious delivery which 
results in the dramatic recovery of the 
mother. The development of hepatic 
failure requires the patient to be 
transferred to a liver unit for 
assessment for transplantation. The 
haemolysis, elevated liver enzymes and 
low platelet count syndrome (HELLP) 
is associated with pre-eclampsia and 
there is a degree of overlap with 
haemolytic uraemic syndrome and 
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there is a degree of overlap with 
haemolytic uraemic syndrome and 
thrombotic thrombocytopenic 
purpura. 


A Broad-spectrum antibiotics 

There is no indication of acute 
infection and with hypertension, 
abnormal LFTs and evidence of 
haemolysis, broad-spectrum 
antibiotics are not of benefit. 


B Urgent liver biopsy to 

determine prognosis 

There are inherent risks of liver biopsy 
with respect to bleeding in this patient, 
and the biopsy will almost certainly 
show evidence of fatty infiltration and 
hepatocellular necrosis. As such, it 
won’t contribute to the diagnosis. 


C Urgent abdominal CT with 

contrast 
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A 19-year-old student presents to the 
university health service complaining 
of flu-like symptoms, lethargy and 
jaundiced sclerae and an inability to 
eat due to a sore throat. He 
remembered that his father may have 
suffered from a liver condition. 

On examination, he is pyrexial 38.2 °C, 
BP is 110/70 mmHg, pulse is 82/min 
and regular. He has signs of 
pharyngitis on examination of his 
throat. 


Investigati 

ons 

reveal: 

ALT 

23 

U/l 

AST 

28 

U/l 

Bilirubin 

78 

pmol/l 

Albumin 

41 g/l 


Which of the following is the most 
appropriate next intervention in this 
case given the most likely diagnosis? 

A Phenobarbitone 
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Albumin 41g/l 


Which of the following is the most 
appropriate next intervention in this 
case given the most likely diagnosis? 

A Phenobarbitone 


B Diazepam 

C Observation 


D Hepatic ultrasound scan 
E Hepatitis screen 
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C I Observation 


The clinical picture is highly suggestive 
of Gilbert’s syndrome, and as such, 
observation and supportive therapy for 
the acute flu-like illness is the 
management of choice. When jaundice 
is severe (as occurs only rarely in 
Gilbert's), phenobarbitone can rapidly 
decrease unconjugated serum bilirubin 
levels. This condition is autosomal 
recessive and is characterised by 
unconjugated hyperbilirubinaemia 
caused by impaired glucuronyl 
transferase activity. Jaundice may be 
precipitated by fasting, excessive 
alcohol consumption or acute illness. 
Other liver function tests apart from 
bilirubin level are generally normal. It is 
likely that a viral illness has led to a 
period of fasting and the symptoms 
seen here. 



A Phenobarbitone 

Phenobarbitone is usually only 
considered for severe jaundice. At this 
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considered for severe jaundice. At this 
stage it’s more appropriate to manage 
this patient conservatively. 



B Diazepam 

Phenobarbitone, rather than diazepam 
is used as an enzyme inducer in the 
treatment of acute Gilbert’s syndrome. 


D Hepatic ultrasound scan 

Given transaminases are normal, and 
this patient has evidence of an 
inherited liver problem, Gilbert’s is 
much more likely than obstructive liver 
disease. 


E Hepatitis screen 

Isolated elevated bilirubin in the 
context of an inherited liver condition 
is consistent with Gilbert’s syndrome, 
not with hepatitis. In hepatitis a 
marked elevation in transaminases 
would be expected. 
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A 55-year-old woman was admitted 
via the Emergency Department 
complaining of intermittent epigastric 
pain. She had had a cholecystectomy 1 
year ago for these symptoms but 
continued to have pain after the 
procedure. The pain was severe, 
typically coming on when she was 
eating, radiating to the back and was 
accompanied by nausea and 
sometimes vomiting. It tended to last 
for several hours and did not vary in 
intensity. She has had five such attacks 
over the last year. 


Investigations: 


Bilirubin 

21 (jmol/l 

AST 

100 U/l 

ALT 

110 U/l 

ALP 

176 U/l 

Amylase 

220 U/l 



An ultrasound scan showed a 
moderately dilated common bile duct 
(12 mm) but no stones were seen. 
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mooerareiy oriatecrcommon one duct 
(12 mm) but no stones were seen. 
Consequently, she underwent an 
endoscopic retrograde cholangiogram 
which, again showed mildly dilated 
ducts. A sphincterotomy was 
performed along with trawling of the 
bile duct, again revealing no cause. 
Post-procedure she developed acute 
pancreatitis from which she recovered 
with conservative management. 
Subsequently, her symptoms resolved. 

Which of the following is the most 
likely diagnosis? 

A Recurrent biliary stones 

B Non-ulcer dyspepsia 

C Chronic pancreatitis 

D Sphincter of Oddi dysfunction 

E Primary sclerosing cholangitis 
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D I Sphincter of Oddi dysfunction 


The symptoms described by this 
woman and her response to 
sphincterotomy are characteristic of 
sphincter of Oddi dysfunction (SOD), 
which causes non-calculous 
obstruction of flow of biliary and/or 
pancreatic fluid. 

In SOD, the sphincter is hypertonic 
(>40 mmHg on manometry) and may 
also be dyskinetic. SOD typically 
occurs in middle-aged women, but 
may present in any age group, 
including children. The usual 
presenting symptoms are those of 
biliary-type pain, i.e. epigastric or right 
hypochondrial pain that is severe, 
steady and may radiate to the back or 
shoulder. 

Since the symptoms of SOD are 
usually so similar to that of gallstone 
disease, the diagnosis of SOD is often 
only made after cholecystectomy. SOD 
may also manifest as recurrent 
episodes of apparently idiopathic 
pancreatitis, but jaundice is rare. _ 
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There are three categories of SOD: 

• Type I: People with typical biliary 
pain, abnormal liver enzymes 
and radiological evidence of 
impaired biliary drainage 

• Type II: People with typical 
biliary pain, with either abnormal 
liver enzymes or radiological 
evidence of impaired biliary 
drainage 

• Type III: People with typical 
biliary pain, but no other 
abnormalities. 


Definitive diagnosis of SOD is made by 
manometry, although delayed drainage 
of contrast at ERCP is also a classic 
sign (>45 min). Rates of post-ERCP 
pancreatitis are increased five-fold in 
people with SOD. 

Treatment of SOD with smooth muscle 
relaxants (such as nifedipine) improves 
symptoms in a proportion of affected 
people, but at rates similar to placebo 
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There are three categories of SOD: 

• Type I: People with typical biliary 
pain, abnormal liver enzymes 
and radiological evidence of 
impaired biliary drainage 

• Type II: People with typical 
biliary pain, with either abnormal 
liver enzymes or radiological 
evidence of impaired biliary 
drainage 

• Type III: People with typical 
biliary pain, but no other 
abnormalities. 



Definitive diagnosis of SOD is made by 
manometry, although delayed drainage 
of contrast at ERCP is also a classic 
sign (>45 min). Rates of post-ERCP 
pancreatitis are increased five-fold in 
people with SOD. 

Treatment of SOD with smooth muscle 
relaxants (such as nifedipine) improves 
symptoms in a proportion of affected 
people, but at rates similar to placebo 

Pnrlocronir cnhinr"|-Qmhr>m\/ ie 
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orten effective in treating people witn 
type I SOD, and may help people with 
type II SOD, but is usually of no benefit 
in people with type III SOD. Botulinum 
toxin injection into the sphincter of 
Oddi may have a role in treatment, 
particularly for people with type III 
SOD. 

A Recurrent biliary stones 

Recurrent biliary stones may be ruled 
out given that none were seen on her 
ERCP. 

B Non-ulcer dyspepsia 

Non-ulcer dyspepsia does not explain 
this woman’s abnormal liver enzymes 
and imaging findings. 



C Chronic pancreatitis 

No typical risk factors for chronic 
pancreatitis are given, and it is unusua 
for chronic pancreatitis to cause such 
marked biliary dilatation. 
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A 54-year-old woman, who works as 
an accountant, presents to her general 
practitioner (GP) with fatigue. She has 
also noticed troublesome itching over 
the past few months, which is worse at 
night and in hot weather. She is 
teetotal. 

Examination reveals jaundice, evidence 
of excoriation, telangiectasia and mild 
ascites. Alkaline phosphatase is 
elevated at 242 IU/L. 

Which of the following autoantibodies 
is most likely to be positive in this 
case? 


A 

B 

C 

D 

E 


Anti-thyroid antibody 
Anti-endomysial antibody 
Anti-smooth muscle antibody 

Anti-mitochondrial antibodies 


Anti-nuclear antibodies 
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D I Anti-mitochondrial antibodies 


Given this clinical picture the most 
likely diagnosis is primary biliary 
cirrhosis, and AMAs are found in 95% 
of patients with the condition. Onset 
typically occurs between the ages of 
30 and 65 years, the condition is much 
more common in women, and it may 
be asymptomatic or present most 
commonly with tiredness and itching. 
Ursodeoxycholic acid improves 
bilirubin and symptoms of jaundice, 
but may mask the need for 
transplantation. A limited number of 
studies have shown positive effects on 
survival although there is still some 
debate in this area. Liver 
transplantation is the definitive 
treatment and there is 85-90% post¬ 
transplant survival at 1 year. Overall, 
survival from time of diagnosis with 
primary biliary cirrhosis is put at 
between 7 and 16 years. 


A Anti-thyroid antibody 
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Anti-thyroid antibodies are found in 
Grave’s disease and Hashimoto’s 
thyroiditis, a small percentage of 
patients with thyroid carcinoma, and 
approximately 3% of normal 
individuals. 



B Anti-endomysial antibody 

Anti-endomysial antibodies are found 
in association with coeliac disease 
which is not suggested by the 
symptoms seen here. It is usually 
associated with weight loss and 
diarrhoea. 


C Anti-smooth muscle antibody 

Anti-smooth muscle antibodies are 
associated with autoimmune hepatitis, 
not with primary biliary cirrhosis. In 
autoimmune hepatitis a hepatocellular 
picture of liver function test 
abnormalities would be expected. 


E Anti-nuclear antibodies 
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symptoms seen here. It is usually 
associated with weight loss and 
diarrhoea. 


C Anti-smooth muscle antibody 

Anti-smooth muscle antibodies are 
associated with autoimmune hepatitis, 
not with primary biliary cirrhosis. In 
autoimmune hepatitis a hepatocellular 
picture of liver function test 
abnormalities would be expected. 


E Anti-nuclear antibodies 

Anti-nuclear antibodies are less 
specific indicators of autoimmune 
disease, most likely to be associated 
with systemic lupus erythematosus. 


Rate this question: 
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A 32-year-old woman has been 
referred to the clinic by her GP who 
suspects she may have irritable bowel 
syndrome. She suffers intermittent 
bouts of diarrhoea, problems with 
bloating, and flatulence. On further 
questioning, it transpires that she has 
been feeling a little tired over the past 
few months. 

On examination, her BP is 125/72 
mrmHg, pulse is 72/min and regular. 
She looks a little pale, her BMI is 22. 
Abdominal examination is 
unremarkable. 

Investigations: 


Hb 

10.5 g/dl 

WCC 

5.4 x 10 9 /l 

PLT 

201 x 10 9 /l 

Na + 

139 mmol/l 

K + 

4.1 mmol/l 

Creatinine 

110 |jmol/l 

Small 

Lvillous atroohv. increased 
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Na + 

139 mmol/l 

K + 

4.1 mmol/l 

Creatinine 

110 |jmol/l 

Small 

bowel 

biopsy 

villous atrophy, increased 
epithelial lymphocytes 



Which of the following represents the 
most appropriate intervention? 

A Metronidazole 

B Lactose free diet 

C Gluten free diet 

D Doxycycline 

E Prednisolone 
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C I Gluten free diet 


This patient has symptoms consistent 
with coeliac disease. She is also 
anaemic, which likely reflects iron 
deficiency from malabsorption. Her 
small bowel biopsy shows increased 
intraepithelial lymphocytes and villous 
atrophy, which is characteristic of the 
condition. As such the most 
appropriate therapy is a trial of gluten 
free diet. 

Coeliac disease is caused by an 
immune response to gluten exposure 
causing a small bowel enteropathy in 
patients with a genetic predisposition. 
It is associate with HLA-DR3 + DQ2. 
Diagnosis is made on the basis of 
serology (IgA for endomysial or tissue 
transglutaminase (EMA/TTG) and 
duodenal biopsy. NB there is an 
association with IgA deficiency. In 
these cases patients should be tested 
for IgG to tissue transglutaminase. 
(TG2). The histological findings are not 
pathognomic and may also be seen in 
other disorders, such as immune 
deficiency, Al enteropathy, tropical 
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deficiency, Al enteropathy, tropical 
sprue, Whipple’s disease and 
microscopic colitis amongst others so 
combination with positive serology is 
key to the diagnosis. 



A Metronidazole 

Metronidazole would be used to treat 
giardiasis, a protozoal infection that 
can cause chronic diarrhoea with 
bloating and malabsorption. However, 
there is no history of travel and 
although one can see an increase in 
intraepithelial lymphocytes, villous 
atrophy is not typical. 


B Lactose free diet 


Lactose avoidance may be of value in 
patients with symptoms of irritable 
bowel syndrome, particularly those of 
an ethnic origin where congenital 
lactase deficiency is increased. An 
increase in intraepithelial lymphocytes 
may be seen in cow’s milk 
hypersensitivity, but not villous 
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lactase deficiency is increased. An 
increase in intraepithelial lymphocytes 
may be seen in cow’s milk 
hypersensitivity, but not villous 
atrophy. 


D Doxycycline 

Treatment with a tetracycline would be 
indicated in Whipple’s disease, which is 
a differential for the finding of villous 
atrophy on small bowel biopsy. 
However, one would also see PAS 
positive macrophages on histology. 


E Prednisolone 

Corticosteroids may be of value in 
Crohn’s, but are not used in the 
management of coeliac disease. 
Histology in small bowel Crohn’s might 
yield cryptitis or crypt abscesses in 
addition to intraepithelial lymphocytes. 


Rate this question: 
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A 29-year-old woman, who has 
previously stable Crohn’s disease, 
presents with bloody diarrhoea. She is 
currently 11 weeks pregnant with her 
first child. She is opening her bowels 
some 10 times per day and is 
extremely troubled by her symptoms. 

On examination, she is tender to PR. 

Investigations: 


Hb 

10.9 g/dl 

WCC 

9.8 x 10 9 /l 

PLT 

203 x 10 9 /l 

Na + 

140 mmol/I 

K + 

3.9 mmol/l 

Creatinine 

110 |jmol/l 

Faecal occult blood test 

+ to blood 


Which of the following investigations 
is most appropriate? 

A Barium enema 
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K + 

3.9 mmol/l 

Creatinine 

Faecal occult blood test 

110 pmol/l 

+ to blood 


Which of the following investigations 
is most appropriate? 

A Barium enema 

B Barium follow through 

C Flexible sigmoidoscopy 
D Colonoscopy 
E Upper Gl endoscopy 
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A 29-year-old woman, who has 
previously stable Crohn’s disease, 
presents with bloody diarrhoea. She is 
currently 11 weeks pregnant with her 
first child. She is opening her bowels 
some 10 times per day and is 
extremely troubled by her symptoms. 

On examination, she is tender to PR. 

Investigations: 


Hb 

10.9 g/dl 

WCC 

9.8 x 10 9 /l 

PLT 

203 x 10 9 /l 

Na + 

140 mmol/I 

K+ 

3.9 mmol/l 

Creatinine 

110 (jmol/l 

Faecal occult blood test 

+ to blood 


Which of the following investigations 
is most appropriate? 


Your answer was incorrect 
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C I Flexible sigmoidoscopy 


This patient has distal disease as 
suggested by the bloody diarrhoea 
and tender rectal examination. A 
flexible sigmoidoscopy would in theory 
allow same day assessment of the 
distal colon from rectum to the splenic 
flexure to give a rapid assessment of 
severity and extent of her Crohn’s 
disease. As she is opening her bowels 
10 times per day no bowel preparation 
would be required and could also be 
done without the use of 
sedation/analgesia both of which 
would be preferred in pregnancy. 

For more information see European 
Crohn’s and Colitis guidelines - 
Gomollon, F et al. 3rd European 
Evidence-based Consensus on the 
Diagnosis and Management of Crohn’s 
Disease 2016: Part 1: Diagnosis and 
Medical Management. J Crohns Colitis 
2017; 11 (1): 3-25. 


D I Colonoscopy 
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D I Colonoscopy 


Whilst no link is established between 
colonoscopy and increased risk of 
miscarriage, the bowel preparation is 
much more severe than that for flexible 
sigmoidoscopy and the procedure 
causes significantly more discomfort. 
Full colonoscopy is also relatively 
contraindicated in an acute severe 
flare of colitis (and a stool frequency 
of 10 times per day would meet 
criteria) due to the increased 
perforation risk. 


A Barium enema 

Barium enemas are no longer 
recommended for the investigation of 
inflammatory bowel disease unless the 
patient cannot tolerate colonoscopy or 
MRI/CT enterography. 


B Barium follow through 


Barium follow through is used to 
assess for small bowel disease in 
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Barium follow through is used to 
assess for small bowel disease in 
Crohn’s such as strictures. This 
investigation may be warranted if the 
patient had presented with obstructive 
symptoms (i.e. post-prandial 
abdominal pain). This patient has fresh 
red bleeding suggestive of distal/rectal 
disease therefore a barium follow 
through would not be helpful. Barium 
follow through has largely been 
superseded by MRI enterography. 


E Upper Gl endoscopy 

The patient presents with bloody 
diarrhoea suggesting distal disease. 
Patients with Crohn’s disease 
presenting with dyspepsia, abdominal 
pain and vomiting may benefit from an 
upper Gl endoscopy to assess for 
upper Gl disease but these are not the 
predominant symptoms here and it is 
unlikely to add anything in this 
scenario. 


Rate this question: 
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A 34-year-old woman is investigated 
for iron deficiency anaemia. She has a 
past history of Crohn’s disease for 
which she took azathioprine for up to 2 
years during her late 20s, but her 
symptoms have been stable over the 
past few years on no regular 
medication. Her bowels are open 3-4 
times per day with loose motion. She 
has no regular periods as she currently 
uses the progesterone-releasing IUD 
for contraception. 

The only other history of note is 
epigastric pain for which her GP has 
prescribed a PPI. 

On examination, her BP is 112/80 
mmHg, pulse is 75/min and regular. 

She looks pale. Abdomen is soft and 
non tender and her BMI is 22. 

Investigations; 


Hb 

MCV 

WCC 

PLT 


94 g/l 
76 fl 

6.1 x 10 9 /l 

□ 


_ 171 x 10 9 /l 
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PLT 

171 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.5 mmol/I 

Creatinine 

90 micromol/l 

Albumin 

32 g/l 

ALT 

32 U/l 

ALP 

90 U/l 

Ca ++ 

2.21 mmol/l 

Barium 

follow- 

through 

gastroduodenal stricture, 
confirmed to be 
ulcerated on endoscopy, 
biopsy appearance 
typical of active Crohn's 
disease 


Which of the following is the most 
important step? 

A Endoscopic dilatation 


□ 


B IV iron transfusion 
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Barium 

follow- 

through 

gastroduodenal stricture, 
confirmed to be 
ulcerated on endoscopy, 
biopsy appearance 
typical of active Crohn's 
disease 


Which of the following is the most 
important step? 

A Endoscopic dilatation 

B IV iron transfusion 

C Prednisolone 

D Re-start azathioprine 

E Surgical resection 
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ALP 

90 U/l 

Ca ++ 

2.21 mmol/l 


gastroduodenal stricture, 


confirmed to be 

Barium 

ulcerated on endoscopy, 

follow- 

biopsy appearance 

through 

typical of active Crohn's 


disease 


Which of the following is the most 
important step? 


Your answer was incorrect 


A Endoscopic dilatation 

B IV iron transfusion 



| !jmj 


D 

Re-start azathioprine 
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Prednisolone, is required for induction 
of immunosuppression given that this 
patient has been off medication for 2 
years. Of course it’s likely that 
azathioprine will be required over the 
longer term, although it’s less efficient 
at achieving remission when used as 
initial monotherapy. . 


E I Surgical resection 


Surgical resection, is incorrect. This is 
avoided if possible in Crohn’s because 
of the risks associated with recurrent 
bowel resection and potential short 
bowel syndrome. 


A Endoscopic dilatation 


Endoscopic dilatation, is incorrect. 
Dilatation is reserved for cases of 
obstruction, not currently a concern. 



B IV iron transfusion 
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A 

Endoscopic dilatation 


Endoscopic dilatation, is incorrect. 
Dilatation is reserved for cases of 
obstruction, not currently a concern. 


B IV iron transfusion 

IV iron transfusion, is incorrect. This 
may be required, but it is more 
important to begin treatment for the 
underlying active gastroduodenal 
Crohn’s. 


D Re-start azathioprine 


Gastroduodenal stricture in Crohn's is 
rare, reported to occur in only 0.5-4% 
of patients. In the absence of 
obstruction, the mainstay of 
management is medical therapy. As 
this patient has been off therapy for 
up to 2 years, induction of 
immunosuppression followed by 
regular azathioprine, rather than 
azathioprine monotherapy is the most 
appropriate intervention. 
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A 42-year-old Turkish restaurant 
owner presents to the Emergency 
Department with a 12 h history of 
severe abdominal pain, fever and 
myalgia. 

On examination, he is pyrexial, 
temperature 39 °C and has generalised 
abdominal tenderness and guarding. 
Bowel sounds are quiet. He has a 
healed laparotomy scar from a 
previous hospital admission with 
similar symptoms. The laparotomy was 
inconclusive. 

On this occasion, plain abdominal X- 
ray is unremarkable. He is reviewed by 
the surgical team and commenced on 
broad-spectrum intravenous 
antibiotics. Eighteen hours after 
admission, his symptoms have 
resolved. He comments that his 
brother has also had previous hospital 
admissions with similar symptoms. 

Which medication would you 
prescribe to affect long-term 
outcomes in this condition? 
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Which medication would you 
prescribe to affect long-term 
outcomes in this condition? 

A Colchicine 

B Tramadol 

C Prednisolone 

D Diclofenac 

E Indometacin 
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Department with a 12 h history of 


severe abdominal pain, fever and 
myalgia. 

On examination, he is pyrexial, 
temperature 39 °C and has generalised 
abdominal tenderness and guarding. 
Bowel sounds are quiet. He has a 
healed laparotomy scar from a 
previous hospital admission with 
similar symptoms. The laparotomy was 
inconclusive. 

On this occasion, plain abdominal X- 
ray is unremarkable. He is reviewed by 
the surgical team and commenced on 
broad-spectrum intravenous 
antibiotics. Eighteen hours after 
admission, his symptoms have 
resolved. He comments that his 
brother has also had previous hospital 
admissions with similar symptoms. 

Which medication would you 
prescribe to affect long-term 
outcomes in this condition? 


Your answer was correct 
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A I Colchicine 


This patient has familial Mediterranean 
fever (FMF), an inherited, autosomal 
recessive condition characterised by 
short, recurrent episodes of fever and 
peritonitis. Other associated symptoms 
include pleuritis, arthritis and skin 
rashes. It most commonly occurs in 
people of Mediterranean origin, but not 
exclusively. Attacks usually last 24-72 
h. The abdominal symptoms often 
mimic an acute surgical abdomen and 
consequently many patients have 
undergone laparotomy. Despite the 
severity of the symptoms during an 
attack, patients quickly recover and 
are well between episodes. Colchicine 
is extremely effective in treating and 
preventing attacks of familial 
Mediterranean fever. 


B Tramadol 

Tramadol may exacerbate abdominal 
symptoms because of slowing Gl 
transit, and can drive opiate addiction, 

and hence it is a subontimal choice 

<i o □ 
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C Prednisolone 

Prednisolone may be used for severe 
acute episodes of Mediterranean fever 
during the short term, although where 
tolerated colchicine has a superior 
benefit risk profile, and is therefore the 
preferred choice. 


D Diclofenac 

Non-steroidals may be particularly 
useful in the treatment of 
spondyloarthritis associated with 
Mediterranean fever, although they 
don’t affect the progression of other 
features of the condition. 


E Indometacin 

Indometacin is an intervention for 
pericarditis in FMF, although colchicine 
is also advised to impact on disease 
progression. 


Rate this auestion: B 
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Question 1 of 48 


A 24-year-old man visited his general 
practitioner (GP) some 10 days after 
returning from holiday with his friends 
in Turkey. He admitted to drinking up 
to 10 pints of lager per day during his 
2-week holiday and frequently bought 
food from street sellers. 

Since his holiday, he has given up 
smoking as he said he did not enjoy it 
any more. There was a history of 
paracetamol use in the past few days 
for a sprained ankle sustained when 
slipping in the street, and there was 
some concern that he may have taken 
a couple of extra tablets. Most recently, 
he has been suffering from fever and 
anorexia. 

On examination, he was jaundiced. 


Investigations: 


Serum bilirubin 

345 

[jmol/l 

Serum aspartate 
transaminase 

400 IU/1 



Which of the following investigations 
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Investigations: 


Serum bilirubin 

345 

|jmol/l 

Serum aspartate 
transaminase 

400 IU/1 


Which of the following investigations 
is most likely to give the diagnosis? 

A Conjugated bilirubin 
B Clotting screen 

C Paracetamol level 

D Hepatitis serology 

E Serum ammonia 
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D I Hepatitis serology 


It seems likely that this man has an 
acute hepatitis. This is unlikely to be an 
acute alcohol-related phenomenon as 
he has taken some 10 days to present. 
The clue is in his visit to Turkey, where 
he is likely to have been exposed to 
hepatitis A. This is the commonest 
cause of viral hepatitis worldwide, 
transmitted via the faeco-oral route, 
and is associated with non-specific 
symptoms such as nausea, anorexia 
and distaste for cigarettes. Hepatitis A 
is not associated with progression to 
chronic liver disease. During the 
convalescent period, 5-15% of patients 
may have relapses of their hepatitis 
but these resolve spontaneously. 
Occasionally a more severe jaundice 
with prolonged cholestasis may occur 
over the course of 7-20 weeks. 
Mortality (due to fulminant hepatic 
necrosis) is rare at around 0.1%, but 
increases with age. 


C I Paracetamol level 
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In a patient presenting 10 days after his 
holiday, paracetamol levels are not of 
value in determining whether excess 
paracetamol during the trip 
contributed to his symptoms. 


A Conjugated bilirubin 

Given that transaminases are elevated, 
Gilbert’s disease can be ruled out as a 
cause of his symptoms. 


B Clotting screen 

Although this man has acute hepatitis, 
synthetic liver function is highly 
unlikely to be affected and clotting 
won’t reveal an underlying cause of 
liver disease. 


E Serum ammonia 

Serum ammonia is most useful in the 
evaluation of hepatic encephalopathy. 


Rate this question: 
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A 68-year-old man presents to the 
Accident and Emergency Department. 
He is unkempt and an alcoholic. He 
complains of fevers, weight loss and 
malaise over the past four months, and 
a dry cough with sputum which is 
occasionally blood-stained. 

On examination, he is febrile at 37.5 °C 
and has moderate ascites. 

Investigations: 


Alkaline 

phosphatase 

220 u/l 

y-Glutamyl 
transpeptidase (y- 
Gt) 

300 U/l 

AST 

60 U/l 

Hb 

11.0 g/dl 

MCV 

101 fl 

INR 

1.1 

Ascitic tap - total 
protein 

25 g/l 

Ascitic tap - 

IQ n/l 
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Ascitic tap - 

albumin 

18 g/l 

Serum albumin 

28 g/l 

White cell count 

400/mm 3 (98% 

(peritoneal fluid) 

lymphocytes) 

Plain abdominal 

Adrenal 

film 

calcification 


Which of these investigations is most 
likely to yield a diagnosis? 

A Laparoscopy and peritoneal 

biopsy 

B Liver biopsy 

C a-Fetoprotein levels 

D Abdominal computed 

tomography (CT) 

E Abdominal ultrasound scan 

(USS) 
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Abdominal tuberculosis should always 
be suspected in the severely 
malnourished patient, and is difficult to 
diagnose. Constitutional symptoms are 
common, including fever, anorexia and 
weight loss. 


The cut-off for considering ascitic fluid 
to be exudative would be 30 g/l, but in 
the setting of hypoproteinaemia, this is 
less relevant. The marked increase in 
white cell count is strongly supportive 
of a diagnosis of infective ascites. 


The diagnostic yield of ascitic culture 
for mycobacteria is very low (<10%) 
even with closed culture systems. 
Although PCR of ascitic cells/fluid has 
increased non-invasive diagnosis, the 
best yield remains from laparoscopy 
and peritoneal biopsy, which in recent 
series led to a diagnosis in 95% of 
cases. 


D I Abdominal computed 
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A CT of the abdomen is unlikely to give 
significant information about 
peritoneal disease as it is difficult on 
CT imaging to distinguish the 
differences between the possible soft 
tissue causes of ascites. It would be 
helpful if there was evidence of 
metastatic disease, but this is unlikely 
for this patient. 


B Liver biopsy 

This patient has primarily a peritoneal 
rather than a liver problem, and 
therefore a liver biopsy would be less 
useful than a peritoneal biopsy. This is 
suggested by the absence of evidence 
of extensive chronic liver disease, such 
as spider naevi or abnormal clotting. 


C a-Fetoprotein levels 


This is only useful when screening for 
liver cancer. As there is no evidence of 
liver cirrhosis or signs of liver disease 
beyond ascites, this is not useful and is 
very unlikely to lead to a diagnosis. 
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C a^etoprotein levels 

This is only useful when screening for 
liver cancer. As there is no evidence of 
liver cirrhosis or signs of liver disease 
beyond ascites, this is not useful and is 
very unlikely to lead to a diagnosis. 



E Abdominal ultrasound scan 

(USS) 

An USS is unlikely to lead to a 
diagnosis directly unless there was 
extrahepatic biliary compression, 
cholecystitis or thrombosis, of which 
the latter could be identified on 
Doppler studies. These are all unlikely 
diagnoses in this patient. 


Rate this question: 



Next Question 
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Tag Question 
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An 80-year-old man presents with a 4- 
week history of increasing confusion 
and diarrhoea. He has lost weight over 
the last 2-3 months although he is 
unable to say how much. He has 
noticed that his clothes are much 
looser. 

His son tells you that he has long¬ 
standing ankle oedema and had 
noticed a mauve discoloration of his 
face approximately 12 months ago. His 
only past medical history is an 
appendicectomy 8 years ago. He had 
always appeared well and was living 
independently. Apparently on 
occasions the episodes of diarrhoea 
are associated with facial flushing and 
tachycardia. 

On physical examination, he appears 
frail and cachectic. His BP is 105/80 
mmHg, pulse is 85/min and regular. He 
has a pansystolic murmur, which is 
augmented by inspiration, and 
hepatomegaly 2 cm below the right 
costal margin. 

What one of the following is the most 
appropriate investigation in this case? 
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tachycardia. 

On physical examination, he appears 
frail and cachectic. His BP is 105/80 
mmHg, pulse is 85/min and regular. He 
has a pansystolic murmur, which is 
augmented by inspiration, and 
hepatomegaly 2 cm below the right 
costal margin. 

What one of the following is the most 
appropriate investigation in this case? 

A Colonoscopy 

B Gastroscopy and biopsy 

C Urine collection for 5- 

hydroxyindoleacetic acid 

D Small bowel follow-through 

E Abdominal x-ray 
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C I Urine collection for 5- 
I hydroxyindoleacetic acid 


This patient has carcinoid syndrome 
secondary to a metastatic carcinoid 
tumour. Carcinoid tumours are 
neuroendocrine tumours, which 
originate from the enterochromaffin 
cells of the intestine. They are indolent 
tumours secreting more than 20 
different hormones. They are most 
commonly found in the appendix and 
terminal ileum. Carcinoid syndrome 
only occurs once the tumour has 
metastasised to the liver. The triad of 
mauve-coloured facial flushing, 
diarrhoea and cardiac involvement 
represents more than 85% of the 
symptoms of carcinoid syndrome. 
Approximately 50% of those patients 
who develop carcinoid syndrome have 
cardiac involvement, classically right 
heart valvular stenosis. The two most 
appropriate investigations to obtain a 
diagnosis are chest and abdominal 
computed tomography (CT) and a 24- 
h urine collection for 5- 
hydroxyindoleacetic acid (5-HIAA), a 

metabolite of serotonin secreted bv 
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not given as an option nere), 
pentreotide imaging has been shown 
to have a sensitivity of 80%+ for 
detection of carcinoid. 



A Colonoscopy 

The most likely diagnosis is small 
bowel related diarrhoea linked to 
carcinoid, hence colonoscopy is not 
the most useful investigation. 


B Gastroscopy and biopsy 

This patient has secretory diarrhoea 
related to carcinoid rather than 
inflammatory diarrhoea, hence there is 
unlikely to be utility in gastroscopy and 
biopsy in this case. 


D Small bowel follow-through 

Small bowel follow-through is most 
useful in identifying small bowel 
inflammatory disorders such as 
Crohn's disease; as such it isn’t a 
preferred investigation here. _ 
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A 47-year-old woman is admitted with 
a history of progressive shortness of 
breath of 1 week duration. The patient 
is known to have liver cirrhosis 
secondary to chronic hepatitis C, and 
is taking furosemide 40 mg BD, 
spironolactone 100 mg BD, propranolol 
20 mg TDS and lactulose 30 ml TDS. 

On examination, the patient has signs 
of right-sided pleural effusion, mild to 
moderate ascites and peripheral 
oedema. The chest X-ray shows a 
large, right-sided pleural effusion. She 
is placed on a low-salt diet; furosemide 
is increased to 60 mg BD and 
spironolactone to 150 mg BD. 
Thoracocentesis is performed and 2.5 I 
of fluid removed. 


Analysis of the fluid: 


pH 

7.5 

Glucose 

4.8 mmol/l 

Protein 

11.0 g/l (serum 27 g/l) 

LDH 

115 U/l (serum 220 U/l) 

_wr.r_ 

200 x 10 9 /l, predominantly 
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wcc 


zuu x iu /i, predominantly 

neutrophils 


CT No abnormality other than 

chest effusion 


The patient improves over the next 2 
days, and a further 2 litres of fluid is 
aspirated. After 7 days, the patient 
again re-accumulates a right-sided 
effusion occupying half of the right 
hemithorax. 

Which of the following is the best 
option to prevent re-accumulation of 
pleural effusion? 


A Transjugular intrahepatic 

portosystemic shunt 
placement (TIPS) 

B Large-bore chest drain 

C Chemical pleurodesis 

D Videothoracoscopic closure 

of diaphragmatic defects 
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is increased to 60 mg BD and 
spironolactone to 150 mg BD. 
Thoracocentesis is performed and 2.5 
of fluid removed. 

Analysis of the fluid: 


pH 

7.5 

Glucose 

4.8 mmol/l 

Protein 

11.0 g/l (serum 27 g/l) 

LDH 

115 U/l (serum 220 U/l) 

WCC 

200 x 10 9 /l, predominantly 
neutrophils 

CT 

chest 

No abnormality other than 
effusion 


The patient improves over the next 2 
days, and a further 2 litres of fluid is 
aspirated. After 7 days, the patient 
again re-accumulates a right-sided 
effusion occupying half of the right 
hemithorax. 

Which of the following is the best 
option to prevent re-accumulation of 
pleural effusion? 
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E I Liver transplant 


This patient has hepatic hydrothorax, 
which is the presence of a pleural 
effusion >500 ml in a patient with 
cirrhosis and in whom no other cause 
of effusion is found. The negative 
intrathoracic pressure during 
inspiration sucks the peritoneal fluid 
through small diaphragmatic defects 
into the pleural space. It usually occurs 
on the right side. 

Management involves ruling out other 
causes by pleural fluid analysis and CT 
scan of chest. Effusion can be 
managed by a low-salt diet and 
diuretics. Patients with persistent 
hydrothorax despite adequate diet and 
diuretic therapy should undergo 
evaluation and referral for liver 
transplantation, as this is the best 
treatment to resolve the hydrothorax. 
In this case, attempted eradication of 
hepatitis C with anti-virals should 
occur first. 


C I Chemical pleurodesis 
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C 


Chemical pleurodesis 


Chemical pleurodesis is less effective 
in treating hepatic hydrothorax versus 
malignant pleural effusion. 


A Transjugular intrahepatic 

portosystemic shunt 
placement (TIPS) 

TIPS is the intervention of choice 
where patients are unfit to undergo 
liver transplantation. It can result in 
significant improvement in 
hydrothorax in 60-80% of cases. 


B Large-bore chest drain 

Chest drains don’t prevent re¬ 
accumulation of fluid, and it would be 
impractical to leave a large-bore chest 
drain in place long term because of 
risk of it dislodging, haemorrhage and 
infection. 



Videothoracoscopic closure 
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TIPS is the intervention of choice 
where patients are unfit to undergo 
liver transplantation. It can result in 
significant improvement in 
hydrothorax in 60-80% of cases. 


B Large-bore chest drain 

Chest drains don’t prevent re¬ 
accumulation of fluid, and it would be 
impractical to leave a large-bore chest 
drain in place long term because of 
risk of it dislodging, haemorrhage and 
infection. 


D Videothoracoscopic closure 

of diaphragmatic defects 

Although diaphragmatic herniae 
related to accumulation of ascites and 
increased intra-abdominal pressure 
may worsen accumulation of pleural 
effusion, fixing the defects will not 
prevent accumulation from occurring. 


Rate this question: 
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A 56-year-old man is brought to the 
hospital after collapsing in the street. 
On arrival, he is alert but disorientated 
and smells strongly of alcohol. He 
complains of a sore tongue. 

Examination reveals that he is unkempt 
and malnourished, with angular 
stomatitis and glossitis. 


A picture of his hands is shown below. 



Which vitamin deficiency is most likely 
to have resulted in the changes on his 
hands? 


A Vitamin B 12 


n 
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a picture or ms nanas is snownDeiow. 



Which vitamin deficiency is most likely 
to have resulted in the changes on his 
hands? 


A Vitamin B 12 

B Vitamin C 


C Thiamine 


D Niacin 


E Riboflavin 




o 








M 


Q '©' E) 9:29 


Question 5 of 48 

D I Niacin 


The changes described are typical of 
pellagra, which is caused by niacin 
deficiency. Although pellagra is 
classically described as occurring with 
the triad of dementia, dermatitis and 
diarrhoea, not all of these changes are 
always present - in fact, it is not 
unusual for constipation to occur. The 
dermatitis predominantly affects sun- 
exposed areas, and progresses from 
erythema (with dryness and cracking) 
through to more chronic changes (with 
thickening and pigmentation). 
Cognitive impairment is often a late 
effect, and is often preceded by 
apathy, depression and irritability. 

Pellagra is now rare, as niacin is found 
in many foods and is used to fortify 
breakfast cereals. However, people 
with severe malabsorptive disease, 
alcohol dependence or eating 
disorders are still amongst those at 
risk of niacin deficiency. Pyridoxine is 
needed for the synthesis of 
nicotinamide, and pyridoxine 
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deficiency may therefore also cause 
pellagra. 


A Vitamin B 12 

Vitamin B 12 deficiency is rarely caused 
by inadequate intake, although this 
may occur in vegans. Typical features 
include a macrocytic anaemia, 
glossitis, and - over time - neurologica 
changes. If left untreated, subacute 
combined degeneration of the spinal 
cord may occur. 


B Vitamin C 

Vitamin C is particularly found in fresh 
fruit and vegetables. Deficiency initially 
causes non-specific symptoms, but 
features including corkscrew hair 
follicles, swollen gums, perifollicular 
haemorrhages, bruising and anaemia 
may develop as the deficiency 
progresses. Ascorbic acid 
supplementation and resumption of a 
normal diet will rapidly remove 
features of deficiency. 
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C i ■ftiamlne 

Thiamine deficiency in the UK is 
predominantly found in those with 
alcohol dependence, and normally 
presents as Wernicke's 
encephalopathy. Ataxia, nystagmus, 
ophthalmoplegia and confusion are the 
classic findings, and need treating 
promptly if more permanent cognitive 
impairment (Korsakoff' syndrome) is to 
be prevented. Wet beriberi (causing 
oedema) and dry beriberi (usually 
presenting with a polyneuropathy) 
tend not to be seen outside of South 
East Asia. 


E Riboflavin 

Riboflavin deficiency has a less clearly 
defined deficiency syndrome, although 
angular stomatitis, glossitis and 
dermatitis may occur. 


Rate this question: 
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A 42-year-old man with known 
ulcerative colitis is admitted to 
hospital. 


His medication includes azathioprine 
and intravenous (iv) hydrocortisone. 

He initially improves on treatment after 

3 days, but then his clinical condition 
deteriorates. 

Biopsies from a flexible sigmoidoscopy 
are consistent with underlying 
ulcerative colitis, but they also show a 
significant number of inclusion bodies. 

Which treatment is most likely to 
improve his condition? 


A 

Combination of rifampicin, 
pyrazinamide and isoniazid 

B 

Methotrexate 


C 

Infliximab 


D 

Metronidazole 


E 

Ganciclovir 
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1 E 1 

Ganciclovir J 


The presence of inclusion bodies on 
colonic histology is suggestive of 
cytomegalovirus infection of the colon. 
Inflammatory bowel disease, and the 
history of immunosuppressive therapy 
with azathioprine and steroids, have 
put the patient at risk of CMV 
infection. CMV colitis increases the 
biological severity of colitis, and given 
this patient’s clinical deterioration, 
treatment with ganciclovir should be 
initiated. 


A Combination of rifampicin, 

pyrazinamide and isoniazid 

This would be the treatment for an 
underlying mycobacterial infection, the 
presence of which is not suggested in 
this case. 


B Methotrexate 
Methotrexate is not indicated in the 

spttina nf an arutp nxamrhation of 
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— 

Methotrexate is not indicated in the 


setting of an acute exacerbation of 
ulcerative colitis (NICE guideline 
CG166). 

C Infliximab 

Infliximab is recommended as an 
option for the treatment of acute 
exacerbations of severely active 
ulcerative colitis only in patients in 
whom ciclosporin is contraindicated or 
clinically inappropriate (NICE guideline 
TA163). 

D Metronidazole 

Metronidazole can be of benefit in the 
treatment of perianal Crohn's disease 
and pouchitis. In addition, antibiotics 
are sometimes prescribed if systemic 
toxicity is present in the context of an 
acute exacerbation of colitis. However, 
the important histological finding of 
inclusion bodies points towards CMV 
disease. 
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A 46-year-old man is referred to the 
dermatologist for a 2-year history of 
skin discolouration which has been 
increasing over the last 3 months. He 
also complains of general fatigue and 
arthralgia. He works as a building site 
worker and puts his tanned skin down 
to the high sun exposure. 

Unfortunately, the patient’s notes are 
not available as he was recently seen in 
the Psychotherapy Department for 
treatment of impotence. He started 
taking gliclazide for diabetes mellitus 1 
year ago. He smokes ten cigarettes a 
day and drinks five cans of lager per 
day, but admits to drinking excessively 
several years ago following his divorce. 

Cardiovascular, respiratory and 
abdominal examinations are 
unremarkable except for a non-tender 
palpable liver edge. 


Liver functions tests are as below: 


Bilirubin 

22 |_imol/l 

ALT 

88 U/l (5-35) 

ALP 

450 U/l (30-150) 
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Bilirubin 

22 |jmol/l 

ALT 

88 U/l (5-35) 

ALP 

450 U/l (30-150) 

GGT 

101 U/l (5-30) 

Albumin 

33 g/l 


Which is the next most useful test to 
help confirm the diagnosis? 

A Serum ferritin 


B Caeruloplasmin 


C Urinary copper 

D Transferrin saturation index 


E Alpha fetoprotein 
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D 


Transferrin saturation index 


Patients with haemochromatosis 
typically present with weakness or 
fatigue, abnormal liver function tests, 
arthralgia/arthritis, impotence, 
diabetes of late onset, cirrhosis or 
bronze pigmentation. It is most 
commonly due to C282Y mutation on 
the haemochromatosis (HFE) gene. A 
fasting transferrin saturation of >55% 
indicates iron accumulation and in 
most cases genotyping will confirm 
95% of the population. Liver biopsy 
may show the presence of cirrhosis 
and histological grading of iron 
concentration can be carried out. 
Treatment of all patients with 
haemochromatosis includes weekly 
venesections until transferrin 
saturation is <16%. The serum ferritin 
should be kept below 50 ug/l. 


A Serum ferritin 
Ferritin is an acute phase protein 

which mav be elevated in other cases 
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of chronic liver disease. It is therefore 
not as useful as serum transferrin 
saturation for confirming the diagnosis. 


B Caeruloplasmin 

Urinary copper testing and 
caeruloplasmin are investigations 
useful in the evaluation of Wilson's 
disease. 


C Urinary copper 

Urinary copper testing is utilised in the 
investigation of possible Wilson’s 
disease, which presents at an earlier 
age with neurological dysfunction or 
unexplained elevated transaminases. 

E Alpha fetoprotein 


AFP is elevated in hepatocellular 
carcinoma, which would be suggested 
by worsening of ascites and a rapid 
deterioration in liver function tests. 
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An 84-year-old woman is admitted 
with a fluctuating conscious level. She 
was found by her carer having last 
been seen in the village about a week 
earlier, buying painkillers for her 
arthritis from the chemist. 

On examination, she is deeply 
jaundiced, hypotensive with a 
tachycardia and has a hepatic flap. 

Her blood test results on admission are 
as follows: 


ALT 

1000 U/l 

ALP 

600 U/l 

INR 

3.4 

Bilirubin 

250 (jmol/l 


These are repeated 6 hours later and 
show: 

ALT 

550 U/l 

ALP 

702 U/l 

INR 

4.6 

Bilirubin 

245 umol/l 
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INR 

4.6 

Bilirubin 245 |jrmol/l 


In addition: 

Paracetamol and salicyclate - 
Hepatitis B surface antibody + 
Hepatitis B surface antigen 

Which of the following would best 
explain her clinical condition? 


A Reactivation of hepatitis B 

infection 


B Alcoholic hepatitis 

C Wilson’s disease 


D Drug-induced hepatitis 



Primary biliary cholangitis 


(PBC) 
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D I Drug-induced hepatitis 


This woman has liver failure. If she had 
taken a staggered overdose of 
paracetamol over a number of days 
ago, the serum levels may now be 
undetectable and so are not reliable 
and therefore cannot be used to 
exclude this diagnosis. The rising INR 
and falling ALT in this context 
represent worsening liver function and 
a poor prognosis. 



A Reactivation of hepatitis B 

infection 

The hepatitis B serology suggests prior 
vaccination or clearance of virus 
following exposure. If the hepatitis 
surface antigen is negative, then the 
patient does not have hepatitis B. 


B Alcoholic hepatitis 

You would not expect to see an ALT of 
1000 in this condition. The causes of a 

II* * A B 1 *11 I 
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induced, ischaemia, acute Budd-Chiari 
(hepatic vein thrombosis), autoimmune 
hepatitis and viral hepatitis. 


C Wilson’s disease 

This condition is extremely rare in this 
age group. It is a rare autosomal 
recessive genetic disorder that leads to 
a deficiency in copper metabolism and 
most commonly presents in 
adolescents and young adults. 


E Primary biliary cholangitis 

(PBC) 

Although it is a possible cause of her 
presentation, you would not expect 
such as high transaminitis (i.e. an ALT 
of 1000). Between 95-98% of patients 
with PBC will be positive for anti- 
mitochondrial antibody. 


Rate this question: 
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A 67-year-old man who uses 
continuous ambulatory peritoneal 
dialysis (CAPD) for chronic kidney 
disease comes to see you because he 
has severe abdominal pain and nausea 
lasting for the past 36 h, and his 
peritoneal dialysis bags have become 
cloudy. 

On examination, he is pyrexial 37.8 °C 
and has a blood pressure of 125/75 
mmHg, with a resting pulse of 90 bpm. 
His abdomen is generally tender and 
there are sparse bowel sounds. 

Investigations: 


Hb 

10.4 g/dl 

WCC 

13.2 x 10 9 /l 
(Neutrophilia) 

PLT 

245 x 10 9 /l 

Na + 

139 mmol/l 

K+ 

4.5 mmol/l 

Creatinine 

245 nmol/l 

Dialysis 

> 100 white cells/ml, 

fluid 

Gram positive cocci 
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Dialysis 

> 100 white cells/ml, 

fluid 

Gram positive cocci 

Erect 

abdominal 

film 

Distended loops of 
small bowel 


How would you manage this patient? 

A Iv cefuroxime and 

metronidazole and stop 
dialysis 



Intraperitoneal gentamicin 
and vancomycin via the 
dialysis catheter 


C Laparotomy and washout 


D Switch to haemodialysis and 

give antibiotics through the 
line 


E Arrange abdominal CT 
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B I Intraperitoneal gentamicin 
I and vancomycin via the 
I dialysis catheter 


The International Society for Peritoneal 
Dialysis (ISPD) also recommends that 
intraperitoneal antibiotics are the 
‘preferred route of administration 
unless the patient has features of 
systemic sepsis’. 


A Iv cefuroxime and 

metronidazole and stop 
dialysis 

The ISPD recommends empirical 
antibiotic coverage is given in cases of 
peritoneal dialysis associated 
peritonitis. They recommend Gram¬ 
positive organisms be covered by 
vancomycin or a first-generation 
cephalosporin, and Gram-negative 
organisms by a third-generation 
cephalosporin or an aminoglycoside. 


C Laparotomy and washout 
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The majority of patients with 
peritonitis associated with peritoneal 
dialysis can be managed 
conservatively. When multiple enteric 
pathogens are cultured from the 
effluent this raises the possibility of 
intra-abdominal pathology. In this case 
a laparotomy may be indicated if a 
perforated viscus is suspected, for 
example. 



D Switch to haemodialysis and 

give antibiotics through the 
line 

Most patients who develop peritonitis 
with peritoneal dialysis can continue 
with their renal replacement therapy. 
Approximately 20% require transfer to 
haemodialysis. This is determined by 
failure of treatment or presence of 
fungi in effluent cultures. 


E Arrange abdominal CT 

In cases of severe sepsis and faecal 
organisms in the effluent suggestive of 
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A 35-year-old Nigerian office worker 
presents with a 3-month history of 
epigastric pain and alternating 
diarrhoea and constipation. There is 
occasionally a small amount of blood 
in his stool. He describes nausea and 
vomiting associated with weight loss 
and a recurrent urticaric rash across 
the trunk and abdomen. 

Past medical history includes a kidney 
transplant and hay fever. He has 
become more wheezy recently 
requiring admissions for nebulisers. 
Examination is normal. 


Blood tests are as below: 


Haemoglobin (Hb) 

11.0 g/dl 

White blood count 

16.0 x 

(WBC) 

10 9 /l 

Eosinophil count 

1.0 x 10 9 /l 

Platelets 

152 x 10 9 /l 

Mean cell volume (MCV) 90 fL 

What is the most likely diagnosis? 
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Eosinophi 

1 count 

1.0 X 10 9 /l 

Platelets 


152 x 10 9 /l 

Mean ce 

volume (MCV) 

90 fL 


What is the most likely diagnosis? 


A Amoebiasis 


B Clostridium difficile 


C Campylobacter jejuni 
D Shigella infection 
E Strongyloidosis stercoralis 


Submit 
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Strongyloidiasis is an infection with 
Strongy/oides stercoralis, a round 
worm occurring widely in tropical and 
subtropical areas. Patients who are 
immunosuppressed or on 
immunosuppressive therapy (such as 
this gentleman) are most at risk, 
especially those with human 
immunodeficiency virus (HIV) or 
haematological malignancies. Infected 
individuals can be asymptomatic, and 
ongoing low level autoinfection means 
that they may harbour infections for 
decades after leaving endemic areas. 
Larva currens (a creeping, pruritic 
eruption on the skin) and eosinophilic 
pneumonia are occasional 
manifestations. Eosinophil counts may 
be normal in helminth infection. 


Diagnostic procedures include 
repeated stool microscopy and 
duodenal aspiration. Culture may 
improve diagnostic yield. Serology is 
more sensitive. Treatment is difficult 
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more sensitive. Treatment is difficult 
because in contrast to other helminthic 
infections, the worm burden must be 
eradicated completely. Ivermectin or 
albendazole can be used. 



A Amoebiasis 

Intestinal amoebiasis, caused by the 
protozoan Entamoeba histolytica, 
typically presents subacutely, usually 
over one to three weeks. Symptoms 
range from mild diarrhoea to severe 
dysentery, producing abdominal pain, 
diarrhoea, and bloody stools. 

Fulminant colitis with bowel necrosis 
leading to perforation and peritonitis 
can occur, as can toxic megacolon. 
Rarely, it can result in pleuropulmonary 
infection, causing serous pleural 
effusions.lt does not usually cause an 
eosinophilia. 


B Clostridium difficile 


Clostridium difficile is a spore-forming, 
toxin-producing, gram-positive 
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anaerobic bacterium that causes 
antibiotic-associated colitis. It would 
not account for the eosinophila, rash, 
or the respiratory symptoms. 



C Campylobacter jejuni 

Campylobacter can cause an infective 
gastroenteritis, and can be food- 
(poultry, milk) or water-borne. It 
causes bloody diarrhoea, abdominal 
pain, and fever, but would not account 
for the eosinophila, rash, or respiratory 
symptoms. 


D Shigella infection 

Shigella is an infection of the lower 
gastrointestinal tract. Patients with 
Shigella gastroenteritis typically 
present with high fever, abdominal 
cramps, and bloody, mucoid diarrhoea. 
It would not account for the 
eosinophila, rash, or respiratory 
symptoms. 



Rate this question: 
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— 

A 37-year-old socia 

worker is referred 


to you with a long history of diarrhoea 
and abdominal discomfort. She was 
diagnosed with irritable bowel 
syndrome 10 years ago and takes 
mebeverine, peppermint tablets and 
combined sodium alginate, calcium 
carbonate and sodium bicarbonate. 

She is a vegetarian and rarely drinks or 
smokes. 

Examination of all systems is normal. 
Her blood tests show macrocytic 
anaemia. An upper gastrointestinal 
endoscopy reveals oesophagitis, 
hypertrophy of the gastric body and 
multiple duodenal ulcers. 

What is the most likely diagnosis? 



Untreated peptic ulcer 
di 



B Dyspepsia overlapped with 

irritable bowel syndrome 

C Zollinger-Ellison syndrome 
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She is a vegetarian and rarely drinks or 
smokes. 

Examination of all systems is normal. 
Her blood tests show macrocytic 
anaemia. An upper gastrointestinal 
endoscopy reveals oesophagitis, 
hypertrophy of the gastric body and 
multiple duodenal ulcers. 

What is the most likely diagnosis? 



Untreated peptic ulcer 
di 



B Dyspepsia overlapped with 

irritable bowel syndrome 

C Zollinger-Ellison syndrome 


D Pernicious anaemia 


E Somatostatinoma 
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C I Zollinger-Ellison syndrome 


The key to diagnosis is the multiple 
duodenal ulcers, which should alert 
one to this syndrome. This is a rare 
condition characterised by multiple 
duodenal or jejunal ulcerations. 
Diarrhoea may be the only presenting 
symptom, due to acid deconjugation of 
bile salts and inactivation of lipases, 
resulting in fat malabsorption. Vitamin 
B 12 deficiency may be a feature. 

Fasting serum gastrin levels are high 
and this should be taken after patients 
have stopped proton-pump inhibition 
for at least 1 week, to avoid false¬ 
positive results. Radioisotope scans 
may show hot spots of tumour 
expressing somatostatin receptors. 
High-dose proton-pump inhibitors 
relieve symptoms, and octreotide has 
been used to reduce gastrin secretion. 
The syndrome is under-diagnosed and 
is malignant in approximately 60% of 
cases. 



Untreated peptic ulcer 
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Peptic ulcers are present on 
endoscopy of this patient, but the 
presence of multiple ulcers suggests a 
more significant underlying diagnosis. 
Had there been only one ulcer then 
this would be correct. The long history 
is also suggestive of a more significant 
problem. 


B Dyspepsia overlapped with 

irritable bowel syndrome 

Whilst dyspepsia can cause acid reflux 
resulting in oesophagitis, neither 
dyspepsia nor IBS can cause 
ulceration. Neither would explain the 
macrocytic anaemia, but could 
otherwise explain all of the symptoms. 


D Pernicious anaemia 


Pernicious anaemia is caused by 
autoimmune atrophic gastritis leading 
to a lack of intrinsic factor secretion, 
which in turn causes B 12 deficiency. 
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Pernicious anaemia is caused by 
autoimmune atrophic gastritis leading 
to a lack of intrinsic factor secretion, 
which in turn causes B 12 deficiency. 

This could explain the macrocytic 
anaemia, but it would not explain the 
presence of oesophagitis or ulceration. 



E Somatostatinoma 

This is a malignant tumour of delta 
cells of the pancreas. These are 
associated with inhibition of insulin 
and cholecystokinin release, which 
causes diabetes, steatorrhoea and 
gallstones. This would not account for 
the endoscopy findings. 


Rate this question: 
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— 

You review a 27-year-old man who has 
recently moved house and is referred 
by his GP for investigation of jaundice. 

His blood results reveal raised 
conjugated bilirubin with normal 
haptoglobins. A liver biopsy is 
performed, which reveals a number of 
dark granules within the hepatocytes. 

What diagnosis fits best with this 
clinical picture? 


A 

Dubin-Johnson syndrome 


B 

Crigler-Najjar syndrome 


C 

Rotor syndrome 


D 

Gilbert syndrome 


E 

Haemolytic anaemia 
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recently iiiuveu nuuse diiu is reierreu 

by his GP for investigation of jaundice. 
His blood results reveal raised 
conjugated bilirubin with normal 
haptoglobins. A liver biopsy is 
performed, which reveals a number of 
dark granules within the hepatocytes. 

What diagnosis fits best with this 
clinical picture? 


Your answer was incorrect 




B Crigler-Najjar syndrome 



D Gilbert syndrome 
E Haemolytic anaemia 


Explanation 
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Dubin-Johnson syndrome is a rare 
cause of isolated conjugated 
bilirubinaemia. This is due to mutations 
in the MRP2 transporter gene, 
responsible for transport of bilirubin 
and a number of other compounds. It 
is an autosomal recessive disorder; the 
granules seen in the liver histology of 
this patient are thought to arise from 
melanin deposition. 


C I Rotor syndrome 


Although this rare benign disorder can 
cause a conjugated 
hyperbilirubinaemia, it is associated 
with normal liver histology. 


B Crigler-Najjar syndrome 


This rare disorder causes an 
unconjugated, not a conjugated, 
bilirubinaemia. A gene mutation results 
in the defective production or absence 
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This rare disorder causes an 
unconjugated, not a conjugated, 
bilirubinaemia. A gene mutation results 
in the defective production or absence 
of the enzyme glucuronosyl 
transferase in the liver - a key enzyme 
involved in the conjugation of bilirubin. 


D Gilbert syndrome 

This condition is associated with an 
unconjugated hyperbilirubinaemia. 


E Haemolytic anaemia 

This patient’s haptoglobulin level is 
normal, and this would be expected to 
be low in intravascular hemolysis, as 
the free haemoglobin released into 
circulation binds with haptoglobin to 
form a complex, so circulating levels of 
free haptoglobulin become lower. 


Rate this question: 
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conditions such as sepsis and liver 
disease, and should therefore not be 
considered a good indicator of 
nutritional status. 



C Mid-thigh:hip ratio 

The waist:hip ratio is a useful measure 
in the context of central obesity, but 
the mid-thigh:hip ratio is a fictitious 
measurement. 


E Height (m)/weight (kg) 

The body mass index (BMI) can be 
used to stratify patients, but is 
calculated by weight/(height ) 2 rather 
than height/weight. The BMI 
measurement takes into account 
neither the difference between fat and 
non-fat mass, such as bone and 
muscle, nor the changes in body 
composition that occur with age. 


Rate this question: 
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A 69-year-old man presented to the 
Emergency Department claiming to 
have swallowed a foreign object 2 h 
previously. 

He has a long history of mental health 
problems and had presented with a 
similar history in the past. 

He denied any dysphagia, 
odynophagia or abdominal pain, and 
physical examination was 
unremarkable. 

His plain abdominal X-ray is shown 
below: 



What course of action would you 
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What course of action would you 
advise? 


A Laparotomy and removal of 

the object 

B Endoscopic removal of the 

object 

C Reassure and discharge the 

patient 

D Monitor with weekly X-rays to 

ensure passage through the 
gastrointestinal tract 

E Metoclopramide or other 

gastrointestinal stimulants 
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B I Endoscopic removal of the 
I object 


Whilst most ingested foreign objects 
will pass through the Gl tract without 
complication, there are certain 
instances where intervention - 
sometimes urgently - is required. 

High-grade oesophageal obstruction 
(which presents with an inability for 
someone to swallow even their saliva) 
is an indication for urgent intervention. 
High-risk objects impacted in the 
oesophagus (including sharp objects) 
should also be urgently intervened 
upon. 

Long objects that are unlikely to 
negotiate the duodenum often require 
endoscopic removal, as do large 
objects that will not progress beyond 
the pylorus. In the absence of 
symptoms, the latter can be monitored 
initially for several weeks to see 
whether they leave the stomach by 
themselves without any further 
intervention. 
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Objects that have already progressed 
beyond the duodenum can normally be 
monitored with weekly X-rays, with 
surgical intervention being typically 
prompted either by the object being 
stationary for over a week or by the 
onset of symptoms. 

Once in the stomach (as is the case 
here), sharp objects usually pass 
through the gastrointestinal tract 
safely. A small proportion, however, 
can cause perforation, and sharp 
objects within the stomach and 
proximal duodenum should therefore 
be carefully removed endoscopically, 
making B the best option here. Where 
this is not possible or contraindicated, 
an alternative strategy is for daily X- 
rays to monitor the progress of more 
distal objects, and for surgery to be 
considered for objects that do not 
move for 72 h and/or people in whom 
symptoms develop. 

Of note, narcotic packages should 
probably not be removed 
endoscopically, because of the risk of 
accidental rupture. 
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A Laparotomy and removal of 

the object 

This is not the optimum course of 
action for this situation. Currently the 
object is easily accessible via 
endoscopy. 



C Reassure and discharge the 

patient 

Harm cannot be definitively ruled out 
until the object has either moved 
distally or been removed. 

D Monitor with weekly X-rays to 

ensure passage through the 
gastrointestinal tract 

Where endoscopic removal is not 
possible or is contraindicated, an 
alternative strategy is for daily X-rays 
to monitor the progress of more distal 
objects, and for surgery to be 
considered for objects that do not 
move for 72 h and/or people in whom 
symptoms develop. This would be the 
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Where endoscopic removal is not 
possible or is contraindicated, an 
alternative strategy is for daily X-rays 
to monitor the progress of more dista 
objects, and for surgery to be 
considered for objects that do not 
move for 72 h and/or people in whom 
symptoms develop. This would be the 
alternative strategy if the patient was 
deemed to have capacity and refused 
endoscopy. 


E Metoclopramide or other 

gastrointestinal stimulants 

Because of where the object appears 
to be lodged, this runs the risk of 
significant pain and even potentially 
oesophageal rupture. 


Rate this question: 
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A 17-year-old art student is referred 
with the following blood results. He 
recently had a upper respiratory tract 
infection. His mother has autoimmune 
hepatitis. His last travel was 4 months 
ago to Brazil for a school trip. 

Physical examination is normal. He is 
concerned that he may have the same 
liver disorder as his mother. 


Liver function test results: 


Bilirubin 

(unconjugated) 

57 |_imol/l 

ALT 

20 U/l (5-35) 

ALP 

75 U/l (30- 
ISO) 


GGT 34 U/l 


What is the most likely diagnosis? 

A Infectious mononucleosis 


B Cytomegalovirus hepatitis 




o 






“..III T.. Q '©' 

© MTJ 10:48 

^ Question 15 of 48 = 

Bilirubin 

(unconjugated) 

57 |jmol/l 

ALT 

20 U/l (5-35) 

ALP 

75 U/l (30- 
ISO) 

GGT 

34 U/l 


What is the most likely diagnosis? 

A Infectious mononucleosis 

B Cytomegalovirus hepatitis 
C Gilbert’s syndrome 
D Chronic active hepatitis 
E Crigler Najjar Type II 
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C I Gilbert’s syndrome 


This is a harmless disorder of bilirubin 
metabolism and is the commonest 
form of inherited non-haemolytic 
hyperbilirubinaemia. Individuals with 
this syndrome have a normal lifespan. 
There are several precipitating factors 
in the raising of bilirubin including 
fasting, physical exertion, 
psychological stress, febrile illness and 
menstruation. A diagnosis of Gilbert 
syndrome can be made if a patient has 
had hyperbilirubinaemia either 
constantly or on at least two occasions 
over a 6-month period. The remainder 
of the liver tests should be normal. 
Haemolysis can be excluded with a 
blood film, reticulocyte or serum 
haptoglobin. The prognosis is benign 
and treatment is largely not necessary. 



A Infectious mononucleosis 

Typically, Epstein-Barr infection (EBV) 
presents with fever and myalgia with 
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an exudative pharyngitis. 
Hepatosplenomegaly and a 
transarminitis occur later. This patient is 
asymptomatic and his ALT is normal, 
and therefore this is the wrong 
diagnosis. EBV infection can be tested 
by heterophile antibodies (either 
Monospot or Paul Bunnell). Tests may 
be negative in the earlier phase of the 
infection. 



B Cytomegalovirus hepatitis 

Acute CMV infection in 
immunocompetent patients is usually 
asymptomatic, but it may present in a 
similar manner to EBV, although not 
usually with pharyngitis. This patient’s 
ALT is normal, therefore making this 
diagnosis incorrect. Evidence of CMV 
infection can be tested for by IgM 
(acute) and IgG (previous). 


D Chronic active hepatitis 

In patients with an active hepatitis, one 
would expect a moderately elevated 
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This is a rare autosomal recessive 
disorder of bilirubin metabolism. 
Patients have deficient activity of the 
enzyme uridine diphosphate 
glucuronosyltransferase (as opposed 
to Crigler-Naliar type I where there is 
absent activity of the UDG enzyme). 
This leads to an impairment in 
conjugation and excretion of bilirubin, 
resulting in an isolated unconjugated 
hyperbilirubinaemia. Jaundice typically 
presents in the neonate, infancy or 
later in childhood - it would be 
atypical for this patient to present at 17 
with the condition, making Gilbert 
syndrome the more likely answer. 

In Crigler-Najjar, jaundice may be 
precipitated by intercurrent infection, 
anaesthesia or medications (such as 
salicylates and penicillin). Treatment 
during episodes of jaundice includes 
phenobarbital, phototherapy or 
exchange transfusion as 
encephalopathy is a risk. Patients have 
a normal life expectancy. 

Crigler-Najjar type I presents in the 
neonate and requires rapid treatment 
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A 28-year-old woman with known 
Crohn’s disease attends the 
gastroenterology outpatients clinic. 
Her disease is currently well controlled 
on 125 mg of azathioprine once daily. 
She and her partner wish to try for a 
baby. 

Physical examination is normal, with a 
BMI of 24. 

How would you best advise her? 


A Stop azathioprine and 

commence folic acid 

B Stop azathioprine and advise 

her to continue using 
contraception for 3 months 
before trying to conceive 

C Commence folic acid 

supplements and continue the 
current dose of azathioprine 

D Increase the dose of 

azathioprine to 150 mg daily 
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Physical examination is normal, with a 

BMI of 24. 

How would you best advise her? 


A 

Stop azathioprine and 
commence folic acid 


B 

Stop azathioprine and advise 
her to continue using 
contraception for 3 months 
before trying to conceive 

C : 

Commence folic acid 
supplements and continue the 
current dose of azathioprine 

D 

Increase the dose of 
azathioprine to 150 mg daily 

E 

Continue the current dose of 
azathioprine and add 
prednisolone 20 mg daily 
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C I Commence folic acid 

I supplements and continue the 
I current dose of azathioprine 



Women with well-controlled 
inflammatory bowel disease should 
have no increased difficulty in 
conceiving; however, active Crohn’s 
disease may reduce fertility. Folate 
deficiency is common, making 
supplementation crucial. With respect 
to continuing azathioprine in 
pregnancy, the consensus appears to 
be that azathioprine can be used 
during pregnancy if the benefits 
outweigh the risks. This has been 
supported in a recent update to the 
BSG guidelines on management of 
inflammatory bowel disease in 
pregnancy, which suggest that in 
general, azathioprine can be continued 
at the same dose. 


A Stop azathioprine and 

commence folic acid 


Stopping azathioprine risks significant 
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A 40-year-old man has returned from 
a secondment in Southern China. He 
complains of passing copious amounts 
of watery, foul-smelling diarrhoea 
which is difficult to flush away. He 
received treatment at the time for 
traveller’s diarrhoea but this has 
persisted since return. He also 
complains of anorexia, lethargy and 
fatigue and joint pains. 

On examination, his BMI is 17.5. His 
blood pressure is 125/77 mmHg. His 
abdomen is distended with mild 
tenderness and he also has atrophic 
glossitis and stomatitis. There is 
bilateral ankle swelling. 


Investigations: 


Hb 

10.1 

g/dl 

WCC 

9.9 

x 10 9 /l 

PLT 

176 

x 10 9 /l 

Na + 

141 

mmol/l 

K + 

4.2 

mmol/l 

Creatinine 

125 

|jmol/l 
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K + 

4.2 mmol/l 



Creatinine 125 pmol/l 


Albumin 24 g/l 


Duodenal 

biopsy 


Partial villous atrophy 
with PAS positive 
macrophages 


Which of the following is the most 
likely diagnosis? 


A Bacterial overgrowth 

syndrome 

B Coeliac disease 


C Tropical sprue 
D Whipple’s disease 

E Giardiasis 
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D I Whipple’s disease 


The presence of malabsorption, weight 
loss, arthralgia and diarrhoea with 
PAS-positive macrophages identified 
on biopsy is typical for Whipple’s. The 
causative organism is Tropheryma 
whipplei. PCR for T. whipplei DNA is 
only sparsely available, and a large 
number of control patients show IgG 
for T. whipplei. As such the diagnosis is 
a clinical one supported by small 
bowel biopsy results. Rarely there can 
also be neurologic, pulmonary and 
cardiac involvement. Long-term 
antibiotic therapy with a penicillin, 
tetracycline or co-trimoxazole is a 
potential treatment option. 


A Bacterial overgrowth 

syndrome 

Bacterial overgrowth is characterised 
by an increase in number of bacteria 
within the small intestine leading to 
excess fermentation, inflammation and 
malabsorption. Symptoms can mimic 
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excess fermentation, inflammation and 
malabsorption. Symptoms can mimic 
this presentation with bloating, 
flatulence, diarrhoea and abdominal 
discomfort common symptoms. 
Malabsorption can manifest with 
weight loss and vitamin B12, D and A 
deficiency. However, the PAS-positive 
macrophages indicate a diagnosis of 
Whipple’s disease. Investigation for 
bacterial overgrowth syndrome is 
usually by breath testing although 
cultures of small bowel aspirates are 
possible they are rarely used in 
practice. Most patients with bacterial 
overgrowth have a known underlying 
condition (eg small intestinal 
diverticulosis, strictures, slowed 
motility due to diabetes, fistulae). 


B Coeliac disease 

Coeliac disease results from an 
autoimmine intolerance to gluten. The 
gold standard for diagnosis is on 
histological appearances from 
duodenal biopsies (classically showing 
villous atrophy) and can be supported 
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villous atrophy) and can be supported 
by the presence of anti-TTG or anti- 
endomysial antibodies in the serum. 
However, the presence of PAS-positive 
macrophages indicates this is 
Whipple’s disease. Coeliac disease is 
treated by exclusion of gluten from the 
diet resulting in resolution of the 
villous changes on histology. For more 
information see British Society of 
Gastroenterology guidelines on 
management and diagnosis of coeliac 
disease. 


C Tropical sprue 

Although the clinical picture would fit 
with tropical sprue, the PAS-positive 
macrophages are diagnostic for 
Whipple’s disease. Tropical sprue is 
commonly found in the Caribbean (eg 
Pureto Rico, Haiti, Cuba and the 
Dominican Republic) but is rare in 
Europe, Africa, China and the Middle 
East. It may develop after an acute 
diarrhoeal illness and is thought to be 
caused by overgrowth of toxogenic 
coliforms in the small intestine leadina 
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diarrhoeal illness and is thought to be 
caused by overgrowth of toxogenic 
conforms in the small intestine leading 
to malabsorption (commonly 
megaloblastic anaemia and 
steatorrhoea). Treatment is with 3-6 
months of tetracycline and folic acid 
supplementation. For further 
information see Ramakrishna et al. 


E Giardiasis 

First-line treatment is with 
metronidazole or tinidazole and the 
fact the patient has previously 
received treatment previously makes 
this less likely. Giardia is a protozoal 
parasite that is a common cause of 
travellers’ diarrhoea. It typically causes 
acute illness but can cause chronic 
infection that leads to malabsorption. 
Investigation is by stool microscopy for 
cysts and stool antigen can be tested. 

References 

Ludvigsson JF, Bai JC, Biagi F, Card TR, 
Ciacci C, Ciclitira PJ. Diagnosis and 
management of adult coeliac disease: 
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Question 18 of 48 


You review a 48-year-old publican who 
is awaiting discharge from the 
Gastroenterology Ward after an 
episode of haematemesis related to 
oesophageal varices. He received 
injection sclerotherapy at the time. You 
review his investigations and decide on 
medication to reduce further bleeding. 
He is already on spironolactone. 

Investigations: 


Hb 

11.5 g/dl 

WCC 

6.1 x 10 9 /l 

PLT 

230 x 10 9 /l 

Na + 

137 mmol/I 

K + 

3.9 mmol/l 

Creatinine 

90 |_imol/l 

Hepatic ultrasound 

small shrunken 

scan 

liver 

Liver biopsy 

advanced 

cirrhosis 


Which one of the following would be 
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Creatinine 

90 pmol/l 

Hepatic ultrasound 

small shrunken 

scan 

liver 

Liver biopsy 

advanced 

cirrhosis 


Which one of the following would be 
most appropriate strategy to reduce 
portal blood pressure in this man? 

A Atenolol 

B Isosorbide dinitrate 

C Propranolol 

D Furosemide 

E Lactulose 
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C I Propranolol 


Propranolol is a non-selective beta- 
blocker with high hepatic first pass 
metabolism and in clinical trials has 
been shown to be the most effective 
oral agent in long-term therapy for 
portal hypertension. Porto-systemic 
shunting is usually reserved for 
patients who re-bleed and have 
symptoms of worsening portal 
hypertension. 


A Atenolol 

Atenolol has greater B1 receptor 
selectivity than propranolol and lower 
first pass hepatic metabolism, this 
makes it a less ideal choice for the 
treatment of portal hypertension. 


B Isosorbide dinitrate 

Isosorbide dinitrate is less effective in 
controlling portal hypertension in this 
situation because of potential 
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A 50-year-old woman presents with a 
3-month history of intermittent 
jaundice and right upper quadrant 
pain. 

She drinks minimal alcohol and is a 
non-smoker. She had an emergency 
surgery many years ago, but she is not 
able to remember what it was for. 

On examination, she is mildly icteric. 
There is no lymphadenopathy. There is 
a visible scar on the abdomen. 


Investigations: 

Bilirubin 

101 |jmol/l 

ALT 

54 U/l (5-35) 

ALP 

370 U/l (30-150) 

GGT 

240 U/l 


What is the most likely operation she 
has had in the past? 

A Partial gastrectomy for 

gastric ulcer 
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Bilirubin 101 [jmol/l 

ALT 

54 U/l (5-35) 

ALP 

370 U/l (30-150) 

GGT 

240 U/l 


What is the most likely operation she 
has had in the past? 

A Partial gastrectomy for 

gastric ulcer 

B Ileal resection for Crohn’s 

disease 

C Right hemicolectomy for 

caecal carcinoma 

D Left lobectomy of the liver for 

carcinoid tumour 

E Jejunal resection for 

gastrointestinal lymphoma 
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Her predominantly cholestatic liver 
function tests and abdominal pain 
would be consistent with biliary 
calculi/choledocolithiasis. Ileal 
resection reduces the reabsorption of 
bile salts and as a result, a reduction in 
the enterohepatic circulation of bile 
salts. This, in turn increases the risk of 
cholesterol stone formation. 


A Partial gastrectomy for 

gastric ulcer 

This is associated with an increased 
frequency of iron deficiency anaemia 
and B 12 deficiency (due to the reduced 
acidic environment required to convert 
Fe3+ to the more absorbable Fe2+ and 
the reduction in parietal cells to 
produce intrinsic factor). 

C Right hemicolectomy for 

caecal carcinoma 
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Miinougn pari or ine ileum may oe 

resected in a right hemicolectomy (and 
thus lead to bile salt malabsorption), 
this is not guaranteed whereas ileal 
resection for Crohn’s disease is much 
more likely to lead to this side effect. 



D Left lobectomy of the liver for 

carcinoid tumour 

Left liver lobectomy is not associated 
with the formation of gallstones. 
Indeed, depending on the position of 
the tumour the gall bladder may need 
to be resected as well. 


E Jejunal resection for 

gastrointestinal lymphoma 

Depending on the length resected, 
small bowel resection may result in 
short bowel syndrome characterised 
by malabsorption, maldigestion and 
malnutrition and frequently diarrhoea. 
However, it is not associated with the 
formation of gallstones. 
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A 48-year-old man is seen in clinic with 
a 3-month history of chronic epigastric 
discomfort. The pain comes and goes 
and radiates to his back and his right 
shoulder tip at times. It is worse after 
meals but there is no relieving factor. 
He feels nauseous most of the time 
and has foul-smelling stools. He has 
lost 2 stones in weight. He also 
complains of intermittent light¬ 
headedness. He drinks a bottle of wine 
on most nights and smokes 20 
cigarettes/day. 

On examination, he is thin and looks 
neglected. His abdomen is soft, but 
tender on deep palpation in the 
epigastric area. He has a 2 cm non¬ 
tender liver edge. He also has 
decreased sensation to light touch on 
both feet. 

Investigations: 


Hb 

10.2 

g/di 

WCC 

12.1 x 

: 10 9 /l 

PLT 

462 

X 10 9 /l 

M -> + 

171 pv 

/l_ 

0 

o 
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HLI 

462 x IU a /l 

Na + 

131 mmol/I 

K + 

4.2 mmol/l 

Creatinine 

64 |jmol/l 

Amylase 

35 U/l 

ALT 

104 U/l 

ALP 

121 U/l 

Bilirubin 

24 |_imol/l 

Ca 2+ 

2.01 

mmol/l 

Abdominal X- 
ray (AXR) 

Normal 

Oesophago- 

gastro 

duodenoscopy 

(OGD) 

Mild 

gastritis 

Campylobacter- 
like organisms 
(CLOs) 


i in __ _ _| 
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Mildly 
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(CLOs) 


Ultrasound 

abdomen 


Mildly 
enlarged 
iver with 
fatty 
change 


Spleen & 
kidneys 


Norma 


Pancreas 


Partially 

obscured 

by 

overlying 
bowel gas 


Faecal elastase 


200 
to > 

110 E1/g of 500 
stool El/g 

of 

stool 


He is referred for a secretin test: 


Volume collected 

110 ml 

Bicarbonate 

52 mEq/l 
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of 

stool 


He is referred for a secretin test: 


Volume collected 

110 ml 

Bicarbonate 

52 mEq/l 


What is the most likely diagnosis? 


A Chronic pancreatitis 

B Bacterial overgrowth of the 

gut 

C Coeliac disease 

D Vasoactive intestinal 

polypeptide-secreting tumour 
(VIPoma) 

E Caecal carcinoma 
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like organisms 
(CLOs) 
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Ultrasound 

abdomen 

Mildly 
enlarged 
liver with 
fatty 
change 


Spleen & 
kidneys 

Normal 



Partially 

obscured 

Pancreas by 

overlying 
bowel gas 



He is referred for a secretin test: 
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A I Chronic pancreatitis 


This patient has a history of excess 
ethanol consumption and chronic 
abdominal pain. In early disease there 
may be no X-ray calcification of the 
pancreas, and endoscopic retrograde 
cholangiopancreatogram (ERCP) and 
computed tomography (CT) of the 
abdomen can also be normal. Faecal 
elastase is in the mild-to-moderate 
pancreatic insufficiency range, and the 
most likely diagnosis therefore is 
chronic pancreatitis. Treatment acutely 
is as for acute pancreatitis, but chronic 
pain control is often difficult and 
patients become opiate dependent. 
Pancreatic enzyme replacement is 
used. These patients also usually 
become diabetic and should be 
monitored for symptoms of 
hyperglycaemia such as polyuria, 
polydipsia, lethargy and dehydration. 


B Bacterial overgrowth of the 

gut 
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C Coeliac disease 

Coeliac disease is associated with 
symptoms of malabsorption, positive 
anti-TTG antibodies, and faecal 
elastase remains in the normal range. 


D Vasoactive intestinal 

polypeptide-secreting tumour 
(VIPoma) 

VIPomas are vanishingly rare and are 
associated with large-volume 
diarrhoea, hypokalaemia and 
dehydration. The chronic excess 
alcohol consumption counts towards 
an alternative diagnosis here. 


E Caecal carcinoma 

Caecal carcinoma is often 
symptomless in the early stages, and 
presents late with iron deficiency 
anaemia or ultimately obstruction, 
rather than the chronic diarrhoea seen 
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A 52-year-old man is referred to the 
Gastroenterology Clinic with 
symptoms consistent with long¬ 
standing reflux. 

His general practitioner (GP) has tried 
lifestyle advice, H2 antagonists and 
proton pump inhibitor therapy but the 
symptoms seem to be getting no 
better. He has not lost weight and if 
anything is actually a few pounds 
overweight. He is currently taking 
omeprazole 40 mg per day. 

On examination, his BP is 149/89 
rmrmHg. His BMI is 28. 


Investigations: 


Hb 

13.1 g/dl 

WCC 

5.4 x 10 9 /l 

PLT 

205 x 10 9 /l 

Na + 

139 mmol/l 

K + 

4.3 mmol/l 

Creatinine 

103 |jmol/l 

ALT 

31 U/l 
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Albumin 

40 g/l 


6cm of columnar 

Upper Gl 
endoscopy 

epithelium, consistent 
with Barrett’s, biopsies 
indicate low grade 
dysplasia 


Which of the following is the most 
appropriate management? 

A Refer for consideration of 

oesophagectomy 

B Refer for radiofrequency 

ablation 

C Continue high dose PPI and 

reassure 

D Continuous PPI therapy and 

yearly surveillance endoscopy 

E Surveillance endoscopy at 6 

months 
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E 

Surveillance endoscopy at 6 
months 


The amended BSG guidelines 
recommend repeat endoscopy at 6 
months. If there is still evidence of low 
grade dysplasia the BSG now 
recommend referral for consideration 
of endoscopic ablation after MDT 
discussion based on a recent 
retrospective analysis that 
demonstrated a progression rate of 
9.1%/year to high grade dysplasia or 
oesophageal cancer. 

For further information see British 
Society of Gastroenterology Guidelines 
on the diagnosis and Management of 
Barrett’s Oesophagus. Fitzgerald RC, 
di Pietro M, Ragunath K, et al. Gut. 
doi:10.1136/gutjnl- 2013-305372 and 
supplementary text “LGD: surveillance 
or ablation?” available on the BSG 
website in guidelines. 



Continuous PPI therapy and 


yearly surveillance endoscopy 
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symptoms but there is not robust 
enough evidence to suggest PPIs alone 
can prevent progression to cancer. 

Low grade dysplasia has an uncertain 
clinical history and as such should be 
surveyed more frequently (BSG 
recommends 6 monthly) to catch 
progression early. 


A Refer for consideration of 

oesophagectomy 

Dysplasia of the intestinal metaplasia 
seen in Barrett’s is highly unstable and 
there is a risk of conversion to 
adenocarcinoma of the oesophagus. 
However, there is also a chance it may 
regress at follow up endoscopy, 
therefore referral straight for 
oesophagectomy would be premature. 


B Refer for radiofrequency 

ablation 

Low grade dysplasia is unstable and 
may regress, therefore referral for 
treatment based on one endoscopy 
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oesophagectomy would be premature. 


B Refer for radiofrequency 

ablation 

Low grade dysplasia is unstable and 
may regress, therefore referral for 
treatment based on one endoscopy 
would be premature. 


C Continue high dose PPI and 

reassure 

PPIs should be continued for symptom 
control. The evidence to support 
continuous PPI therapy alone as a 
chemopreventive agent for the 
development of dysplasia is not 
sufficient and is not recommended by 
the British Society of 
Gastroenterology. Due to the chance 
of dysplasia progressing to carcinoma, 
further surveillance is required. 


Rate this question: 
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A 54-year-old woman has chronic 
autoimmune hepatitis. She is managed 
on prednisolone and azathioprine. 

You review her in the clinic and notice 
that she has worsening of her jaundice 
with a rising bilirubin and increasing 
ascites. 

You admit her; the nurses call you to 
see her urgently the following morning 
as she has become increasingly 
drowsy. Her blood pressure is 100/50 
mmHg, with pyrexia of 38.2 °C. 

Which investigation is most likely to 
confirm the suspected diagnosis? 

A Computed tomography (CT) 

head 

B Electroencephalograpm 

(EEG) 

C Blood culture 

D Lumbar puncture 
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I 

E I Peritoneal tap for microscopy 
I and culture 


Spontaneous bacterial peritonitis 
occurs in around 8% of cirrhotic 
patients with ascites, infecting 
organisms probably gaining access to 
the peritoneum via haematological 
spread. Most frequent infecting 
organisms are Escherichia coli, 
Klebsiella and enterococci. Pain and 
pyrexia may frequently be absent. A 
raised neutrophil count alone in ascitic 
fluid is enough to commence 
treatment. Mortality is high, at up to 
25%, and recurs in 70% of patients 
within one year. Oral quinolones may 
be used as prophylaxis 


A Computed tomography (CT) 

head 

CT head would be a useful 
investigation in confusion during which 
an intracranial cause is suspected or 
needs to be excluded. This can be 
considered in, for example, subdural 
haematomas (worsening pain and 
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considered in, for example, subdural 
haematomas (worsening pain and 
confusion), subarachnoid haemorrhage 
(sudden occipital severe headache) or 
abscess (recent sinusitis or other 
infection, headache and fever). In this 
patient there is a clear cause for 
confusion - acute decompensation of 
the liver. 


B Electroencephalograpm 

<EEG) 

EEG can demonstrate encephalopathy, 
but it is unlikely to be of significant aid 
in decision making as there is sufficient 
evidence of liver decompensation 
clinically. 


C Blood culture 

Blood culture should be taken in this 
patient to help guide antibiotic 
therapy, but is unlikely to be very 
specific in making the diagnosis. It can 
demonstrate bowel organisms in this 
setting, but may not give much help 
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This chest radiograph is from a 36- 
year-old man who presented with 
severe abdominal pain, having 
collapsed at home. He has suffered 
from intermittent bloody diarrhoea, 
which has increased in severity over 
the past few months. 

On examination, his blood pressure is 
100/70, pulse is 90 and regular. He is 
pyrexial at 38.4 °C. Abdomen is 
generally tender and rigid with 
guarding. 

His chest X-ray is shown below: 



What is the most likely underlying 
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What is the most likely underlying 
cause of his presentation? 


A Ulcerative colitis 


B Acute pancreatitis 
C Acute cholecystitis 

D Ischaemic bowel 


E Diverticulitis 
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under the diaphragm, which is due to 
perforation of an abdominal viscus. 
Although the heart shadow looks a 
little large, remember that it is an AP 
film. The most likely cause in this 
patient would be perforated large 
bowel secondary to ulcerative colitis, 
which fits well with the previous 
history of chronic diarrhoea. 



B Acute pancreatitis 

Acute pancreatitis presents with 
vomiting and epigastric pain, rather 
than the clinical picture seen here. 


C Acute cholecystitis 

Cholecystitis presents with epigastric 
and right upper quadrant pain, and ga 
bladder perforation is very rare. 


D Ischaemic bowel 
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c 

Acute cnoiecystms 


Cholecystitis presents with epigastric 
and right upper quadrant pain, and gall 
bladder perforation is very rare. 


D Ischaemic bowel 

Ischaemic bowel does cause diarrhoea, 
although it usually occurs in patients 
with a history of atherosclerosis and 
who are considerably older than 36. 


E Diverticulitis 

Diverticulitis is seen in a more elderly 
population, although it does present 
with left-sided abdominal pain and 
diarrhoea. 


Rate this question: 



Next Question 


Previous Question Tag Question 
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A 24-year-old man was diagnosed with 
Crohn's disease at the age of 17 years. 
He has been admitted to hospital on a 
yearly basis since his diagnosis with 
acute flare-ups requiring courses of 
systemic corticosteroids. 

He has no extra-enteric manifestations 
of Crohn’s disease, but has had a 
problematic perianal fistula requiring 
frequent courses of antibiotics. He is 
finding it difficult to maintain 
attendance at work because of ill 
health. 

Which of the following steps is 
recommended next to maintain 
remission in this patient? 

A 6-Mercaptopurine 
B Polymeric diet 

C Budesonide 

D Ciclosporin 
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A I 6-Mercaptopurine 


Thiopurines (azathioprine and 6- 
mercaptopurine) are the most effective 
agents in maintaining remission in 
Crohn’s disease long term. If not 
tolerated, methotrexate could be used 
as an alternative. Thiopurines are 
thought to be particularly effective in 
patients with fistulating disease. 
Infliximab is of value in long-term 
remission in fistulating Crohn’s disease 
(and possibly in non-fistulating 
disease) but is generally used 
alongside a thiopurine. Over the long 
term, it may prove a superior option to 
methotrexate, but currently it is still 
considered only after a traditional 
second line therapy has failed to gain 
control. 


E I Sulphasalazine 


ASA (5-Aminosalycilic acid) 
compounds such as balsalazide and 
sulphasalazine have a role in 
maintaining remission and are 
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compounds such as balsalazide and 
sulphasalazine have a role in 
maintaining remission and are 
generally well tolerated but are not as 
effective as thiopurines. 



B Polymeric diet 

This has most value in reducing the 
severity of acute flares and their 
frequency, rather than resolving 
fistulae. 


C Budesonide 

Steroids do not have a role in 
maintaining remission, their main value 
is in treating acute flares of Crohn’s 
disease. 


D Ciclosporin 

Cyclosporine is of most use in the 
treatment of severe ulcerative colitis 
which is unresponsive to high dose 
corticosteroids and 5-ASA compounds. 
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Question 25 of 48 


A 27-year-old lawyer is referred to the 
Gastroenterology Clinic in view of a 
strong family history of bowel cancer. 
He is otherwise asymptomatic. 

His general practitioner (GP) 
comments on a normal colonoscopy, 
which he had privately one week ago. 

He reports that his grandmother died 
of bowel cancer aged 68 years. His 
mother was diagnosed with bowel 
cancer aged 45 years and is currently 
receiving chemotherapy for 
endometrial cancer. His uncle had 
bowel surgery for cancer at the age of 
49 years. 

He is still very concerned and would 
like some advice about whether he 
needs any further investigations. 

Which one of the following is the most 
appropriate management with respect 
to bowel cancer surveillance? 

A Arrange double contrast 

barium enema to re-assess 
bowel 
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49 years. 

He is still very concerned and would 
like some advice about whether he 
needs any further investigations. 

Which one of the following is the most 
appropriate management with respect 
to bowel cancer surveillance? 

A Arrange double contrast 

barium enema to re-assess 
bowel 

B Arrange flexible 

sigmoidoscopy in 3 months 

C Repeat colonoscopy in 2 

years 

D Repeat colonoscopy in 5 

years 

E Computed tomography of the 

abdomen with contrast 
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C I Repeat colonoscopy in 2 
I years 


This gentleman is clearly at risk of 
hereditary non-polyposis colorectal 
cancer syndrome (HNPCC) in view of 
the strong family history. It is an 
autosomal dominant syndrome 
characterised by early-onset colorectal 
cancer. It may account for 1-2% of all 
cases of colorectal cancer (CRC). In 
55-60% of cases, cancers are right 
sided and affected individuals are also 
at increased risk of cancer of the 
endometrium, stomach, small bowel 
and genitourinary tract. Mutations 
responsible for HNPCC are found in 
DNA repair genes. 

The diagnostic criteria for HNPCC 
families are: 

(a) Histologically verified CRC or 
HNPCC-related cancers in three or 
more relatives, one of whom is a first- 
degree relative of the other two; 

(b) CRC affecting at least two 
generations; 
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HNPCC-related cancers in three or 
more relatives, one of whom is a first- 
degree relative of the other two; 

(b) CRC affecting at least two 
generations; 

(c) One or more cases of cancer 
diagnosed before the age of 50 years. 

Individuals at risk should be offered 
colonoscopic screening at 2-year 
intervals from the age 20-25 years, 
which should be continued up to the 
age of 40 years, when screening 
should be increased to an annual basis. 
The optimal interval between 
colonoscopic examinations is not 
known. There is some evidence that 
progression from adenoma to 
carcinoma is accelerated in this 
syndrome, thus colonoscopic intervals 
of 1-3 years are recommended. The 
above are based on retrospective 
observational studies and panel expert 
consensus. 


D I Repeat colonoscopy in 5 
I years 
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Question 26 of 48 


A 42-year-old woman presents with 
pins and needles in her hands and feet. 
She incidentally describes weight loss 
and offensive-smelling stool. She has a 
history of small bowel diverticulae and 
anaemia. She is a non-smoker and non¬ 
drinker. She eats red meat. 


On examination, the power and tone in 
her legs are normal. There are 
exaggerated knee jerks and absent 
ankle jerks. Joint position and vibration 
sense are absent below her ankles. The 
plantar responses are extensor. 


Investigations: 


Hb 

10.3 g/dl 

White blood count 
(WBC) 

5.0 x 10 9 /l 

Platelets 

142 x 10 9 /l 

Mean ce 1 volume 
(MCV) 

107 fl 

Bilirubin 

32 |jmol/l 

Alanine 

22 U/l (5- 

aminotransferase (ALT) 

35) 
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An a n me 

aminotransferase (ALT) 

AA u/1 

35) 

Alkaline phosphatase 
(ALP) 

45 U/l (30- 
ISO) 

Albumin 

35 g/l 


Blood 

film 

Macrocytosis and 

hypersegmented 

neutrophils 

Ferritin 

46 pig/l (4-120) 

Serum 

B12 

80 ng/l (160-900) 

Folate 

50 (jg/l (2-11) 


Schilling test (oral labelled vitamin B 12 
secreted in urine): 


Pre-intrinsic factor 

3% 

Post-intrinsic factor 

4% 


What is the most likely diagnosis? 

A Terminal ileal Crohn’s disease 
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Serum 

B12 

80 ng/l (160-900) 

Folate 

50 jjg/l (2-11) 


Schilling test (oral labelled vitamin B 12 
secreted in urine): 


Pre-intrinsic factor 

3% 

Post-intrinsic factor 

4% 


What is the most likely diagnosis? 

A Terminal ileal Crohn’s disease 

B Chronic pancreatitis 
C Bacterial overgrowth 

D Pernicious anaemia 

E R-binder deficiency 




o 








“,ii Q © It 


O Id 11:42 



Question 26 of 48 


C I Bacterial overgrowth 


This lady has evidence of subacute 
combined degeneration of the cord, as 
shown by dorsal column signs, 
peripheral neuropathy and upper 
motor neuron signs. She has 
macrocytic anaemia. This is due to 
vitamin B 12 deficiency. The clue comes 
from her history of small bowel 
diverticular disease and elevated 
folate. Vitamin B 12 malabsorption 
occurs in this diverticulosis due to 
bacterial overgrowth; the bacteria 
synthesise folate, which becomes 
markedly elevated. 


A Terminal ileal Crohn’s disease 

Crohn’s disease is an inflammatory 
bowel disease which can affect any 
part of the Gl tract, but commonly 
causes terminal ileal inflammation. The 
presentation is diarrhoea with urgency, 
often at night, fever, malaise and 
abdominal pain. The absence of a 
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abdominal pain. I he absence of a 
strong history of diarrhoea, abdomina 
pain and fever makes this diagnosis 
unlikely, but malnutrition can also 
cause B 12 deficiency. 


B Chronic pancreatitis 

Chronic pancreatitis can be caused by 
alcohol, pancreatic duct obstruction or 
CF. It causes epigastric pain radiating 
to the back, weight loss and 
malabsorption. Whilst it could cause 
diarrhoea and result in B 12 deficiency 
and therefore neurological deficit, the 
absence of abdominal pain and an 
underlying cause for pancreatitis 
makes it unlikely. 


D Pernicious anaemia 

Pernicious anaemia is caused by 
autoimmune atrophic gastritis leading 
to a lack of intrinsic factor secretion, 
which in turn causes B 12 deficiency. 
However, pernicious anaemia is 
excluded in the Schilling test which 
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D Pernicious anaemia 

Pernicious anaemia is caused by 
autoimmune atrophic gastritis leading 
to a lack of intrinsic factor secretion, 
which in turn causes B 12 deficiency. 
However, pernicious anaemia is 
excluded in the Schilling test which 
fails to correct with intrinsic factor, 
indicating normal levels of intrinsic 
factor. 


E R-binder deficiency 

Deficiency in R-binder is a rare genetic 
cause for B 12 deficiency as the R- 
binder, an extracellular transport 
molecule of vitamin B 12 , is absent. It 
most commonly presents in infants. 


Rate this 


question: 


Next Question 
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An 18-year-old Kenyan from Nairobi 
and who has recently moved to the UK 
presents with right upper quadrant 
pain, worse on inspiration. She has had 
normal bowel movements but has 
noticed night sweats which have 
increased in frequency over the past 
4-6 weeks. 

On examination, she feels hot, has 
tender hepatomegaly and a dull right 
base on chest examination. Her 
temperature is 38.8 °C and her chest 
X-ray shows a raised right 
hemidiaphragm. She has an elevated 
white cell count and mildly low 
albumin, but normal liver function tests 
and clotting results. 

Which is the most likely diagnosis? 

A Amoebic liver abscess 

B Hepatitis C 

C Hepatitis B 
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increased in frequency over the past 
4-6 weeks. 

On examination, she feels hot, has 
tender hepatomegaly and a dull right 
base on chest examination. Her 
temperature is 38.8 °C and her chest 
X-ray shows a raised right 
hemidiaphragm. She has an elevated 
white cell count and mildly low 
albumin, but normal liver function tests 
and clotting results. 

Which is the most likely diagnosis? 



Amoebic liver abscess 


B Hepatitis C 
C Hepatitis B 

D Schistosoma haematobium 


E Hydatid cyst 
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An 18-year-old Kenyan from Nairobi 
and who has recently moved to the UK 
presents with right upper quadrant 
pain, worse on inspiration. She has had 
normal bowel movements but has 
noticed night sweats which have 
increased in frequency over the past 
4-6 weeks. 

On examination, she feels hot, has 
tender hepatomegaly and a dull right 
base on chest examination. Her 
temperature is 38.8 °C and her chest 
X-ray shows a raised right 
hemidiaphragm. She has an elevated 
white cell count and mildly low 
albumin, but normal liver function tests 
and clotting results. 

Which is the most likely diagnosis? 




B Hepatitis C 
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A I Amoebic liver abscess 


Amoebic liver abscess presents 
without bowel changes in up to 50% of 
cases. The liver abscess is usually a 
single mass in the right lobe and the 
swelling can migrate upwards, causing 
the raised right hemidiaphragm and 
dullness on examination. There is 
usually a high swinging fever with right 
upper quadrant pain. A CT abdomen 
or ultrasound should show an isolated 
abscess, particularly in the right lobe. 
Serology is positive in >95%, but this 
could be past or present infection. CT 
chest doesn’t help in the diagnosis but 
may show atelectasis above the 
abscess. Stool examination may show 
Entamoeba histolytica, blood and pus 
cells, although this test has limitations 
in terms of sensitivity. Stool antigen 
detection may be helpful and 
facilitates early diagnosis before an 
antibody response occurs (<7 days), 
and differentiates pathogenic from 
non-pathogenic Entamoeba infection. 
The primary drawback is the 
requirement for fresh, unpreserved 
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and differentiates pathogenic from 
non-pathogenic Entamoeba infection. 
The primary drawback is the 
requirement for fresh, unpreserved 
stool specimens. Liver biopsy is not 
helpful, but aspirating the abscess 
would be helpful. 


B Hepatitis C 

Hepatitis C leading to active hepatitis 
is more usually a chronic condition, 
leading to abnormal liver function tests 
and not to a marked elevation in white 
blood cell count. 


C Hepatitis B 

Like hepatitis C, hepatitis B presents 
with abnormal liver function tests or 
features of early cirrhosis, rather than 
the features of acute infection seen 
here. 


D Schistosoma haematobium 
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D Schistosoma haematobium 

Schistosoma haematobium is often 
seen in East Africa and usually 
presents with urinary symptoms. The 
acute illness, Katayama fever, is seen 
more frequently with S. mansoni and S. 
japonicum, where these may present in 
the early stages of infection with 
hepatomegaly, cough or wheeze and 
fever as the flukes migrate via the 
lungs to the liver. 


E Hydatid cyst 

Hydatid cyst is often asymptomatic, 
but can present with hepatomegaly, 
obstructive jaundice, fever and 
cholangitis in people living near rural 
sheep farms, for example in China, 
Russia, Wales and Japan. It is less likely 
to be seen in city dwellers. 


Rate this question: 
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A 65-year-old builder presents with a 
4-week history of increasing 
abdominal swelling and swollen ankles. 
There has been one admission with 
acute pancreatitis a few years ago and 
he reports a similar episode of severe 
vomiting and epigastric pain after a 
curry and beers a few weeks earlier. 

He has a history of hypertension and 
normally takes a B-blocker. He smokes 
30 cigarettes per day and drinks 28 
units of alcohol per week. His abdomen 
is soft and non-tender with shifting 
dullness. Ultrasound scan of his 
abdomen shows large amount of 
ascites. 


A diagnostic ascitic tap shows the 


following results: 

Polymorphic 
neutrophil count 

Fluid amylase 

Total protein 

0 


30 cells/mm 3 

1800 IU/1 
(normal < 40 
IU/1) 

30 g/l (normal 
10-20 g/l) 
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Total protein 

30 g/l (normal 
10-20 g/l) 

Glucose 

concentration 

2.0 mmol/l 
(normal < 5 
mmol/l) 

Carcinoembryonic 

1 ng/ml (normal 

antigen (CEA) 

< 5ng/ml) 



Which of the following is the MOST 
likely cause of his ascites? 

A Congestive cardiac failure 

B Pancreatitis 

C Budd-Chiari syndrome 

D Alcoholic cirrhosis 

E Nephrotic syndrome 
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abdominal swelling and swollen ankles. 
There has been one admission with 
acute pancreatitis a few years ago and 
he reports a similar episode of severe 
vomiting and epigastric pain after a 
curry and beers a few weeks earlier. 

He has a history of hypertension and 
normally takes a B-blocker. He smokes 
30 cigarettes per day and drinks 28 
units of alcohol per week. His abdomen 
is soft and non-tender with shifting 
dullness. Ultrasound scan of his 
abdomen shows large amount of 
ascites. 

A diagnostic ascitic tap shows the 
following results: 


Polymorphic 
neutrophil count 

30 cells/mm 3 


1800 IU/1 

Fluid amylase 

(normal < 40 

IU/1) 


30 g/l (normal 
10-20 g/l) 

Total protein 

Glucose 

2.0 mmol/l 

(normal < 8 

<3 

□ 

o 








H + 

ii.l 


M 


Q '©' lEi 5:15 




< 

Question 2 of 22 

= 

1 1 

Pancreatitis | 


This question tests knowledge on 
causes of ascites, traditionally ascites 
was divided into transudates and 
exudates. This case would have thus 
been classified as an exudate (protein 
content 30g/l). Causes of transudate 
ascites are cirrhosis and portal 
hypertension, cardiac failure, Budd- 
Chiari syndrome, myxodema. Causes of 
an exudate ascites include hepatic or 
peritoneal malignancy, intra-abdominal 
tuberculosis, and pancreatitis. However 
the serum-ascites albumin gradient 
(SAAG) has now largely replaced this 
concept and is the best single test for 
classifying ascites into portal 
hypertensive (SAAG > 11 g/L) and non¬ 
portal hypertensive (SAAG < 11 g/L) 
causes. (N.B. this may also be 
expressed in g/dl in which case the 
cut-off is 1.1 g/dl). Calculated by 
subtracting the ascitic fluid albumin 
value from the serum albumin value, it 
correlates directly with portal pressure. 
The specimens should be obtained 
relatively simultaneously. The accuracy 

<i o □ 









Question 2 of 22 


relatively simultaneously. The accuracy 
of the SAAG results is approximately 
97% in classifying ascites. The terms 
high-albumin gradient and low- 
albumin gradient should replace the 
terms transudative and exudative in 
the description of ascites. An increased 
ascitic amylase concentration generally 
of the order of 2000 IU/1, is typical of 
pancreatic ascites. The ascitic total 
white cell count of > 500/|jl or 
neutrophil count of > 250/pil is 
diagnostic of bacterial peritonitis. 


A Congestive cardiac failure 

Congestive cardiac failure would 
usually cause a transudative ascities 
(with a SAAG > 11). The biochemistry 
from this case suggests an exudative 
(non-portal hypertensive) cause. 


C Budd-Chiari syndrome 


Budd-Chiari syndrome (Option C) is 
incorrect. Budd-Chiari syndrome 
usually presents as a classical trial of 
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Chiari syndrome is a transudate (with a 
SAAG > 11) via portal hypertension. The 
biochemistry from this case suggests 
an exudative cause. 


D Alcoholic cirrhosis 

Alcoholic (Option D) is incorrect. The 
ascites in the context of cirrhosis is a 
transudate (with a SAAG > 11), as a 
result of portal hypertension. The 
biochemistry from this case suggests 
an exudative cause. 


E Nephrotic syndrome 

Nephrotic syndrome (proteinuria, 
hypoalbuminemia, and oedema) has 
many causes, including primary kidney 
diseases such as minimal-change 
nephropathy, focal glomerulosclerosis, 
and membranous nephropathy. 
Nephrotic syndrome can also result 
from systemic diseases that affect 
other organs in addition to the kidneys, 
such as diabetes, amyloidosis, and 
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D Alcoholic cirrhosis 


Alcoholic (Option D) is incorrect. The 
ascites in the context of cirrhosis is a 
transudate (with a SAAG > 11), as a 
result of portal hypertension. The 
biochemistry from this case suggests 
an exudative cause. 


E Nephrotic syndrome 

Nephrotic syndrome (proteinuria, 
hypoalbuminemia, and oedema) has 
many causes, including primary kidney 
diseases such as minimal-change 
nephropathy, focal glomerulosclerosis, 
and membranous nephropathy. 
Nephrotic syndrome can also result 
from systemic diseases that affect 
other organs in addition to the kidneys, 
such as diabetes, amyloidosis, and 
lupus erythematosus. In patients with 
nephrotic ascites, usually the SAAG is 
< 11 g/L, but with a total protein in the 
ascites of < 25 g/L. 


Rate this question: 
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A 32-year-old chef from Pakistan 
presents with abdominal pain, 
abdominal swelling and weight loss. 

His blood test shows elevated alkaline 
phosphatase and alanine transaminase 
enzyme levels. He has clinically 
detectable ascites. 


A diagnostic tap was performed which 
shows the below results: 


Total ascites white cel 

150/mI (< 

count 

500/pi 1) 

Serum-ascites albumin 

21 g/l (< 

gradient 

11g/L) 


What is the most likely cause of his 
ascites? 

A Tuberculous peritonitis 

B Peritoneal carcinomatosis 

C Pancreatic ascites 
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enzyme levels. He has clinically 
detectable ascites. 


A diagnostic tap was performed which 
shows the below results: 


Total ascites white cel 

count 

150/jjl (< 
500/pil) 

Serum-ascites albumin 
gradient 

21 g/l (< 

Ilg/L) 


What is the most likely cause of his 
ascites? 

A Tuberculous peritonitis 

B Peritoneal carcinomatosis 

C Pancreatic ascites 

D Biliary ascites 

E Acute portal vein thrombosis 
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E I Acute portal vein thrombosis 


Diagnostic paracentesis is useful in 
determining the cause of ascites. In 
more than 97% of cases, calculation of 
the serum to ascites albumin gradient 
(SAAG) complements the clinical 
assessment to help differentiate 
between those with ascites related to 
portal hypertension (gradient > 11g/L) 
from those whose aetiology is not 
related to portal hypertension 
(gradient < Ilg/L). (N.B. this may also 
be expressed in g/dl in which case the 
cut-off is 1.1 g/dl). 

Causes of increased SAAG include 
cirrhosis, alcoholic hepatitis, 
schistosomiasis, fulminant hepatic 
failure, Budd-Chiari syndrome, acute 
or chronic portal vein obstruction, 
cardiac diseases and spontaneous 
bacterial peritonitis secondary to 
cirrhosis. Causes of low or normal 
SAAG include nephrotic syndrome, 
protein losing enteropathy, peritoneal 
carcinomatosis, tuberculous peritonitis, 
pancreatic duct leak and biliary ascites. 
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cirrhosis. Causes ot low or normal 
SAAG include nephrotic syndrome, 
protein losing enteropathy, peritoneal 
carcinomatosis, tuberculous peritonitis, 
pancreatic duct leak and biliary ascites. 
The ascites white cell count is also 
commonly normal in uncomplicated 
portal hypertension-related ascites. 


B I Peritoneal carcinomatosis 


Ascites in peritoneal carcinomatosis 
would typically have a total WCC > 
500, but with < 50% 
polymorphonuclear neutrophils. 

The SAAG would usually be < 11. 
Subsequent cross-sectional imaging 
would likely be suggestive of 
disseminated malignancy. Samples 
should be sent for cytology. 


A Tuberculous peritonitis 


Tuberculous peritonitis (Option A) is 
incorrect. Ascites in Tuberculous 
peritonitis would classically have a 
total WCC > 500, but with < 50% 
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peritonitis would classically have a 
total WCC > 500, but with < 50% 
polymorphonuclear neutrophils. The 
SAAG would usually be < 11. Samples 
should be sent for mycobacterial 
analysis. 


C Pancreatic ascites 

Ascites from pancreatic causes may 
have total ascitic WCC more, or less, 
than 500/|jl, but regardless of the total 
ascitic WCC, usually the % PMN 
(polymorphonuclear neutrophils ) 
should be > 50%. The SAAG is < 11. The 
ascites amylase level should be sent, 
and is usually > 1000 IU/1. If ascetic 
analysis is suggestive of a pancreatic 
cause, a pancreatic-protocol CT should 
be arranged to investigate further. 


D Biliary ascites 

Biliary ascites (eg from gallbladder 
rupture) should have a SAAG < 11, and 
a raised ascites bilirubin content. 
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A 65-year-old woman is brought to the 
Emergency Department by her 
husband, complaining of upper 
abdominal and lower chest pain 
radiating to the back. As part of their 
40th wedding anniversary 
celebrations, they had been out for a 
large meal, at which they had 
consumed more alcohol than they 
were normally used to. 

On returning home, she had become 
nauseated and had vomited three 
times. Concurrently with the vomiting, 
she developed sudden-onset upper 
abdominal and lower chest pain and, 
subsequently, shortness of breath. 


On examination, she was tachycardic 
at 105 bpm, tachypnoeic at 25 breaths 
per minute and pyrexial at 37.8 °C. She 
had firmness in the upper abdomen. 


A chest X-ray was completed, and an 
image from it is shown below. 
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By Jto410 (In my work as a radiologist) 
[GFDL 

(h ttp://www.gnu.org/copyieft/fdi. h tml) 
or CC BY-SA 3.0 

(h ttps://crea tivecomm ons. org/licenses/b] 
sa/3.0)], via Wikimedia Commons 

Which of the following is the most 
likely diagnosis? 



A Mallory-Weiss tear 
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Which of the following is the most 
likely diagnosis? 

A Mallory-Weiss tear 
B Spontaneous pneumothorax 
C Acute pancreatitis 
D Perforated peptic ulcer 

E Boerhaave syndrome 
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On returning home, she had become 
nauseated and had vomited three 
times. Concurrently with the vomiting, 
she developed sudden-onset upper 
abdominal and lower chest pain and, 
subsequently, shortness of breath. 

On examination, she was tachycardic 
at 105 bpm, tachypnoeic at 25 breaths 
per minute and pyrexial at 37.8 °C. She 
had firmness in the upper abdomen. 

A chest X-ray was completed, and an 
image from it is shown below. 
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E I Boerhaave syndrome 


Boerhaave syndrome, described by 
Herman Boerhaave in the eighteenth 
century, is defined as a spontaneous 
(as opposed to iatrogenic) 
oesophageal rupture. It is classically 
associated with violent vomiting and is 
more common in men than in women. 

It most commonly occurs in the distal 
oesophagus and typically affects the 
left posterior wall. Unlike in Mallory- 
Weiss syndrome (in which a partial¬ 
thickness tear occurs), haematemesis 
is uncommon in Boerhaave syndrome. 

Instead, the classic presentation is of 
vomiting, followed by the sudden 
onset of severe retrosternal chest 
pain/upper abdominal pain. Other 
symptoms may include shortness of 
breath, odynophagia and pleuritic pain. 

Clinical findings include surgical 
emphysema, pleural effusions 
(normally left-sided, as this is where 
the perforation tends to be) and - 
depending upon the interval between 
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the perforation tends to be) and - 
depending upon the interval between 
onset and presentation - features of 
mediastinitis. 

Chest X-rays may be normal early in 
the disease process but can 
demonstrate pneumomediastinum, 
pneumothorax, subcutaneous 
emphysema and/or pleural effusions as 
the condition progresses. The X-ray in 
this case demonstrates 
pneumomediastinum, with evidence of 
subcutaneous emphysema in the 
tissues surrounding the trachea. 

Computed tomography (CT) scans 
may confirm the diagnosis and 
demonstrate any associated 
collections, while the pattern of 
contrast extravasation on a water- 
soluble contrast swallow helps to 
define the anatomy and extent of the 
leak. Definitive management of the 
condition is surgical. 


A I Mallory-Weiss tear 


Mallory-Weiss tear is unlikely here, 
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A Norwegian woman who is living in 
England is reviewed in the 
Gastroenterology Clinic. She is 31 
weeks pregnant with her first child and 
has severe and uncontrollable itching. 

On examination, she looks relatively 
well, her BP is 105/60 mmHg, pulse 
75/min, and her abdomen is consistent 
with a 31-week pregnancy. 


Investigations: 


Hb 

10.9 g/dl 

WCC 

5.4 x 10 9 /l 

PLT 

195 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.3 mmol/I 

Creatinine 

90 |_imol/l 

ALT 

320 U/l 

Aik Phos 

420 U/l 

Bilirubin 

67 |jmol/l 


Which of the following is the most 
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ALT 


320 U/l 

Aik Phos 

420 U/l 

Bilirubin 

67 pmol/l 


Which of the following is the most 
appropriate way to manage her? 

A Ursodeoxycholic acid 
B Urgent delivery of the fetus 
C Anti-coagulation 

D Oral corticosteroids 

E Observe 


Submit 
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A Norwegian woman who is living in 
England is reviewed in the 
Gastroenterology Clinic. She is 31 
weeks pregnant with her first child and 
has severe and uncontrollable itching. 


On examination, she looks relatively 
well, her BP is 105/60 mmHg, pulse 
75/min, and her abdomen is consistent 
with a 31-week pregnancy. 

Investigations: 


Hb 

10.9 g/dl 

wcc 

5.4 x 10 9 /l 

PLT 

195 x 10 9 /l 

Na + 

139 mmol/l 

K + 

4.3 mmol/l 

Creatinine 

90 |jmol/l 

ALT 

320 U/l 

Aik Phos 

420 U/l 

Bilirubin 

67 |_imol/l 


Which of the following is the most 
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4.3 mmol/l 

Creatinine 

90 |jmol/l 

ALT 

320 U/l 

Aik Phos 

420 U/l | 

Bilirubin 

67 jjmol/l 


Which of the following is the most 
appropriate way to manage her? 

A Ursodeoxycholic acid 
B Urgent delivery of the fetus 
C Anti-coagulation 

D Oral corticosteroids 

E Observe 
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PLT 

195 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.3 mmol/I 1 

Creatinine 

90 |_imol/l 

ALT 

320 U/l 

Aik Phos 

420 U/l 

Bilirubin 

67 jjmol/l 


Which of the following is the most 
appropriate way to manage her? 



A 


B 

C Anti-coagulation 

D Oral corticosteroids 



Urgent delivery of the fetus 




o 



















The presentation with pruritus, raised 
ALP and ALT with only mildly elevated 
bilirubin is consistent with a diagnosis 
of cholestasis of pregnancy. The 
condition is characterised by pruritus 
(typically starting on the palms and 
soles of the feet) with raised fasting 
and post prandial serum bile acids. 
Total bilirubin is rarely raised. The 
condition occasionally presents with 
pale stool and dark urine. It typically 
occurs in the 3 rd trimester and resolves 
up to 6 weeks post partum. Treatment 
is for pruritus with ursodeoxycholic 
acid and rifampicin. It is more common 
in Scandinavian women. 


B Urgent delivery of the fetus 

Cholestasis of pregnancy is associated 
with a slight increase in prematurity 
and post partum haemorrhage, 
however most pregnancies proceed to 
term without serious complications 
therefore urgent ore-term deliverv is 
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Anti-coagulation 


Anticoagulation would be indicated in 
Budd-Chiari syndrome. However, this 
tends to present with abdominal pain 
and features of portal hypertension. 

Her ALT would probably be much 
higher representing hepatocyte 
ischaemia due to congestion. It is 
characterised by obstruction of the 
hepatic vein, sinusoidal congestion and 
portal hypertension. Pregnancy is a 
hypercoagulable state and risk of Budd 
Chiari is increased although remains 
rare. Most patients presenting with de 
novo occlusion tend to have an 
undiagnosed underlying thombophillia 
and should be investigated. 


D Oral corticosteroids 

There is no role for the use of steroids 
in cholestasis of pregnancy. Treatment 
is supportive aimed at reducing 
pruritus. 



E Observe 
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A 29-year-old sales assistant 
undergoes upper endoscopy for 
symptoms of dyspepsia. The OGD 
demonstrates a duodenal lesion and 
biopsies have returned showing a 
MALT lymphoma. 

What would be the best initial 
therapeutic strategy? 

A Duodenal stent insertion 

B Radiotherapy 

C Chemotherapy 

D Laparoscopic resection 

E Test and treat for 

Helicobacter pylori 
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Test and treat for 

Helicobacter pylori 


A MALT lymphoma is a B-cell tumour 
caused by an immune response to 
chronic H. pylori (HP) infection. The 
first therapeutic strategy in treating a 
Gl MALT lymphoma is to eradicate HP 
with a regimen of standard antibiotics 
and PPi, which leads to remission in 
75% of cases. HP eradication regimens 
are usually given to all patients, due to 
the possibility of negative HP results. 
Patients should undergo a Carbon-13 
urea breath test (UBT) approximately 
>6 weeks after eradication therapy and 
>2 weeks after PPI withdrawal, to 
confirm eradication. 


The carbon-13 UBT is based on the 
detection of the products created 
when urea is split by the organism. 
Patients are asked to drink urea 
(usually with a beverage) labelled with 
a carbon isotope (carbon-13 or -14). 
After a certain duration, the 
concentration of the labelled carbon is 
measured on the breath. The 
concentration is high only when urease 
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concentration is high only when urease 
is present in the stomach. Because the 
human stomach does not produce 
urease, such a reaction is possible only 
with HP infection. Problems include 
negative results due to infection with 
coccoid forms of HP that do not 
produce as much urease; and intake of 
antibiotics, bismuth, histamine-2 (H2) 
blockers, or proton pump inhibitors. 

In the minority of patients who do not 
achieve lymphoma regression 
following antibiotic therapy, irradiation 
and systemic oncological therapies 
should be considered, depending on 
the stage of disease. 



A Duodenal stent insertion 

There is no suggestion from the history 
that the patient is suffering from 
symptoms of upper gastrointestinal 
tract or gastric outlet obstruction. 


B Radiotherapy 


n patients who do not achieve 
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In patients who do not achieve 
lymphoma regression following 
antibiotic therapy, radiotherapy with 
curative intent might be the preferred 
option for localised-stage disease. 
However, this is not an initial treatment 
strategy for this patient. 


C Chemotherapy 

In patients who do not achieve 
lymphoma regression following 
antibiotic therapy, chemo- 
immunotherapy with 
cyclophosphamide or chlorambucil 
may play a role in management, but 
this would not be an initial treatment 
strategy for this patient. 


D Laparoscopic resection 

Endoscopic mucosal resection and 
resectional surgery are rarely needed. 
In such instances, this would follow 
failure of initial medical therapies. 
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A 19-year-old man presents with an 
acute episode of bleeding per rectum. 
He had no abdominal pain or change in 
bowel habit. 

On examination, he is pale but 
otherwise well. His pulse is 68/min and 
blood pressure (BP) 110/65 mmHg. His 
abdomen is soft and per rectal 
examination is unremarkable. 


Investigations: 


Hb 

11.1 g/dl 

MCV 

77.2 fl 

WCC 

6.4 x 10 9 /l 

Platelets 

542 x 10 9 /l 



Barium enema: normal scan. 
Colonoscopy: evidence of recent 
bleeding, no lesion seen. Technetium- 
99m pertechnetate scintigraphy: an 
abnormal focus of radiotracer 
accumulation in the suprapubic region 
of the abdomen; the focus of activity is 
visible 1 min after injection (same time 
stomach becomes visible) and 
gradually disappears over 30 min._ 
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visible 1 min after injection (same time 
stomach becomes visible) and 
gradually disappears over 30 min. 

What is the most likely diagnosis? 


A Carcinoid tumour 

B Crohn’s disease 

C Meckel’s diverticulum 

D Intestinal duplication cyst 

containing gastric mucosa 

E Non-Meckel’s diverticulum- 

related intussusception 


Previous Question Skip Question 
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WCC 6.4 X 1071 
Platelets 542 x 10 9 /l 

Barium enema: normal scan. 
Colonoscopy: evidence of recent 
bleeding, no lesion seen. Technetium- 
99m pertechnetate scintigraphy: an 
abnormal focus of radiotracer 
accumulation in the suprapubic region 
of the abdomen: the focus of activity is 
visible 1 min after injection (same time 
stomach becomes visible) and 
gradually disappears over 30 min. 

What is the most likely diagnosis? 




A Carcinoid tumour 


B Crohn’s disease 




ntestinal duplication cyst 
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C I Meckel’s diverticulum 


Meckel’s diverticulum occurs in 
approximately 2-3% of the population, 
predominantly in males, but is only 
symptomatic in 2% of those 
individuals. It is a remnant of 
structures within the fetal digestive 
tract that were not fully reabsorbed 
before birth. Most patients remain 
asymptomatic; complications however, 
may include haemorrhage, volvulus 
and intussusception, mostly in children 
younger than 10 years of age. 

In virtually all patients who present 
with bleeding, ectopic gastric mucosa 
can be demonstrated in the 
diverticulum. Tc-99m pertechnetate 
scintigraphy has an overall specificity 
and sensitivity of 90% in establishing 
the diagnosis. Once bleeding occurs, 
surgery is recommended. 


A Carcinoid tumour 
It would be unusual for a small bowel 

carcinoid tumour to oresenf with acute 
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It would be unusual for a small bowel 
carcinoid tumour to present with acute 
rectal bleeding. The tumours are often 
found incidentally and, if symptomatic, 
the most common symptom is vague 
abdominal pain, or occasionally, 
intermittent obstruction. 


B Crohn’s disease 

This would be an unusual presentation 
of Crohn’s disease, which more 
commonly presents with abdominal 
pain, diarrhoea and weight loss. 
Colonoscopy may also reveal colitis or 
terminal ileitis. 


D Intestinal duplication cyst 

containing gastric mucosa 


A small bowel duplication cyst is a 
possible cause of a false-positive Tc- 
99m pertechnetate scintigraphy 
‘Meckel’s scan’. Gastrointestinal 
duplication cysts are rare congenital 
malformations, and can be found at 
any level of the Gl tract. While they 
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frequently do not communicate with 
the bowel lumen, gastric mucosa 
(present in approximately 50% of 
duplication cysts) can ulcerate, 
perforate and form fistulas. Formation 
of a gastric duplication-colonic fistula 
is unusual but can result in a lower 
gastrointestinal bleed. In addition, a 
duplication cyst that communicates 
with the intestine can result in bleeding 
into the Gl tract. While the 
presentation may be difficult to 
differentiate from that of a bleeding 
Meckel’s diverticulum, an intestinal 
duplication cyst containing gastric 
mucosa communicating with the Gl 
tract is a much rarer phenomenon, and 
hence Meckel’s diverticulum is a better 
answer. 


E Non-Meckel’s diverticulum- 

related intussusception 

Non-Meckel’s diverticulum-related 
intussusception typically presents 
between 5 and 7 months of age with 
vomiting. Older children also complain 

of phdominpl npin. Thprp mav hp p 
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into the Gl tract. While the 
presentation may be difficult to 
differentiate from that of a bleeding 
Meckel’s diverticulum, an intestinal 
duplication cyst containing gastric 
mucosa communicating with the Gl 
tract is a much rarer phenomenon, and 
hence Meckel’s diverticulum is a better 
answer. 


E Non-Meckel’s diverticulum- 

related intussusception 

Non-Meckel’s diverticulum-related 
intussusception typically presents 
between 5 and 7 months of age with 
vomiting. Older children also complain 
of abdominal pain. There may be a 
preceding history of lethargy and a 
recent viral illness. A palpable 
abdominal mass or abdominal 
distension may be found on 
examination. 


Rate this question: 











«..ll X © ^ 


M 


Q© Oi 8:10 



Question 6 of 20 


A 65-year-old man with a long history 
of alcohol abuse was brought to the 
Emergency Department by his son. He 
had been diagnosed with liver cirrhosis 
several years in the past, but had not 
had any contact with medical services 
since then. 

His son stated that he had been 
deteriorating over the last few weeks, 
with confusion, irritability, disturbed 
sleep and recurrent falls. Neighbours 
had called the son after the patient 
had not been seen out for 48 hours. He 
had been consuming even more 
alcohol than usual since the death of 
his wife 3 months ago. His only other 
past medical history was osteoarthritis, 
for which he took codeine and 
paracetamol as required. 

On examination, he had a Glasgow 
Coma Scale of 9 and was deeply 
jaundiced. He was pyrexial, tachycardic 
and hypotensive. There were stigmata 
of chronic liver disease and asterixis 
was present. He had a large, tense 
distended tender abdomen with scanty 
bowel sounds. Rectal examination was 
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Cardiorespiratory examination was 
unremarkable. He was poorly co¬ 
operative with the neurological 
examination; however, his pupils were 
equal and reactive and he had 
increased tone and reflexes throughout 
all four limbs. 


Investigation results are below: 


Hb 

12.8 g/dl 

WCC 

14.0 x 10 9 /l 

PLT 

100 x 10 9 /l 

MCV 

108 fl 

Na + 

130 mmol/l 

K + 

3.6 mmol/l 

Urea 

7.6 mmol/l 

Creatinine 

170 |jmol/l 

Glucose 

3.4 mmol/l 

Bilirubin 

110 [jmol/l 

Alanine 

aminotransferase 

/ A 1 “1“ X 

520 IU/1 
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Alkaline phosphatase 

320 IU/1 

Gamma-glutamyl 

transferase 

600 IU/1 

Prothrombin time 

22 s 

Chest X-ray 

No focal 
abnormality 


Urinalysis Protein + 

What is the most important 
investigation to rule out a cause of his 
encephalopathy? 

A Urgent 

oesophagogastroduodenoscopy 
B Electroencephalogram (EEG) 

C Paracetamol levels 



D Serum alpha-fetoprotein 

levels 



Serum ammonia levels 
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Paracetamol levels 


Possible causes of this patient’s 
deterioration of heath include; Drug 
over-dosage, Infection (e.g. 
spontaneous bacterial peritonitis), 
subdural hematoma and alcohol binge. 
In this patient, possibility of 
hepatotoxic drug over-dosage or 
exposure must first be excluded, in 
view of recent family bereavement. 
Thus, paracetamol levels should be 
checked initially to exclude 
paracetamol-induced acute liver Injury. 
Management of such patient includes; 
identifying and removing the cause by 
activated charcoal in those presented 
< 4 hours after oral dosage of 
paracetamol. N-acetylcysteine can be 
started if patient presents < 10-12 
hours since overdose with no vomiting 
and high plasma levels of paracetamol. 


E I Serum ammonia levels 


Serum ammonia levels is typically 
elevated in acute liver injury and also 
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correlates with development of 
encephalopathy. The possibility of 
paracetamol overdose must be 
excluded before testing for other 
causes and complications of acute liver 
di 



A Urgent 

oesophagogastroduodenoscopy 

There is no evidence of acute Gl 
bleeding at this stage of the disease. 
Upper Gl endoscopy may be indicated 
at a later stage to visualize any variceal 
bleeding, according to clinical signs 
and symptoms. 


B Electroencephalogram (EEG) 

Acute liver injury and hepatic 
encephalopathy can lead to increased 
intracranial pressure (ICP) with 
cerebral oedema, which is the leading 
cause of death. EEG is useful in 
monitoring of hepatic encephalopathy 
and predicts outcomes of acute liver 
disease. EEG can be requested in 
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cerebral oedema, which is the leading 
cause of death. EEG is useful in 
monitoring of hepatic encephalopathy 
and predicts outcomes of acute liver 
disease. EEG can be requested in 
accordance with the clinical picture of 
the patient. Due to the recent history 
of falls and depressed conscious level, 
computed tomography (CT) of the 
head should also be performed to 
exclude a subdural haematoma. 


D Serum alpha-fetoprotein 

levels 

Serum alpha-fetoprotein level is used 
to evaluate prognosis in patients with 
paracetamol-induced fulminant hepatic 
failure, thus a wrong option to select. 
Increased levels of alpha-fetoprotein 
predicts favourable outcomes in 
paracetamol induced hepatic failure 
cases. 


Rate this question: 



Next Question 
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A 46-year-old man complains of acute 
epigastric pain radiating to his back. 
This is associated with vomiting. The 
pain is improved when he sits forward. 
He drinks half a bottle of whisky per 
day. 

On examination, he is mildly pyrexial. 
He looks jaundiced and unwell. He is 
tachycardic and slightly hypotensive. 
There is generalised tenderness of the 
abdomen. There is no guarding or 
rebound rigidity. Bowel sounds are 
normal. 


Electrocardiography, erect chest and 
abdominal radiography are normal. 
Abdominal ultrasonography shows a 
small liver, normal bile ducts and 
minimal fluid around the pancreas. 

Which of the following is an indicator 
of poor prognosis for his condition? 


A Pa0 2 = 9.5 kPa 

B Serum albumin = 34 g/l 
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normal. 

Electrocardiography, erect chest and 
abdominal radiography are normal. 
Abdominal ultrasonography shows a 
small liver, normal bile ducts and 
minimal fluid around the pancreas. 

Which of the following is an indicator 
of poor prognosis for his condition? 

A Pa0 2 = 9.5 kPa 

B Serum albumin = 34 g/l 

C Serum calcium = 1.91 mmol/l 

D Aspartate aminotransferase = 

98 IU/1 

E Serum creatinine = 150 

mmol/l 
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The patient has acute pancreatitis 
secondary to alcohol (95% of acute 
pancreatitis is attributable to 
gallstones and alcohol). The pain in 
pancreatitis can be very severe and is 
relieved by leaning forward. In severe 
cases, patients are shocked. 


There are several severity scoring 
systems used to assess 
prognosis/predict mortality. The 
Ranson criteria use the following 
parameters (assessed at admission and 
48h) to predict mortality in alcoholic 
pancreatitis: age > 55, WCC > 16.0 x 
10 9 /l. fasting blood glucose > 11 
mmol/I, LDH > 350 IU/1, serum AST 
>250 IU/1; within 48 h of admission: 
haematocrit decrease by >10%, arterial 
Pa0 2 <8 kPa, serum calcium < 2.0 
mmol/l, blood urea nitrogen increase > 
1.8 mmol/l, base deficit > 4 mmol/l, 
fluid sequestration >6 1. Mortality 
ranges from 1% for those with <3 
criteria to 90% for those with >6 
criteria. 
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Other assessment systems include the 
Glasgow score and Acute Physiology 
and Chronic Health Evaluation 
(APACHE) II scoring system. 

There are limitations to most scoring 
systems (as most require 48 h to 
determine predicted outcome) and the 
patient needs to be aggressively fluid 
resuscitated early to reduce the 
chance of progression to end organ 
dysfunction (250-500 ml/h isotonic 
crystalloid during first 12-24 h). The 
most recent British Society of 
Gastroenterology guidelines are from 
2005. For more recent guidelines see 
American College of Gastroenterology: 
Management of Acute Pancreatitis 
(2013), Am J Gastroenterol 2013; 
108:1400-1415. 


A Pa0 2 = 9.5 kPa 


In the Glasgow prognostic criteria for 
alcoholic and gallstone pancreatitis, a 
Pa 0 2 of <8kPa in room air is a marker 
of poor prognosis. Other criteria 
include: 
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A 

Pa0 2 = 9.5 kPa 



In the Glasgow prognostic criteria for 
alcoholic and gallstone pancreatitis, a 
Pa 0 2 of <8kPa in room air is a marker 
of poor prognosis. Other criteria 
include: 


Age 

>55 

Serum albumin 

<32g/l 

Serum Ca 

<2 mmol/I 

Blood glucose 

>10 mmol/l 

Serum LDH 

>600 units/I 

Serum urea nitrogen 

>16.1 mmol/l 

WBC 

>15 


With a score <3, severe pancreatitis 
(defined as the presence of persistent 
organ failure >48 h) is unlikely to 
occur. 


B Serum albumin = 34 g/l 


n the Glasgow prognostic criteria for 
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An 18-year-old woman is admitted on 
the adult take. She has been working 
as an assistant in a nursery where she 
contracted chicken pox. She initially 
recovered well and had been given a 
proprietary cold preparation 
containing aspirin and paracetamol by 
her parents. 

She was even well enough to attend 
the 18 th birthday party of a friend, and 
on arriving home she appeared happy 
but not intoxicated. Now she presents 
with intractable and uncontrollable 
vomiting. 

On admission by ambulance to the 
Emergency Department, she is 
unrousable and suffers a generalised 
tonic-clonic seizure. Examination of 
the abdomen reveals hepatomegaly. 


Investigations: 


ALT 

570 U/l 

AST 

460 U/l 

Bilirubin 

85 |jmol/l 



Which of the following diagnoses fits 
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tonic-cionic seizure, bxamination or 

the abdomen reveals hepatomegaly. 

Investigations: 

ALT 

570 U/l 

AST 

460 U/l 

Bilirubin 

85 |jmol/l 


Which of the following diagnoses fits 
best with this clinical picture? 

A Paracetamol overdose 

B Reye syndrome 

C Alcohol-related hepatic 

encephalopathy 

D Aspirin overdose 

E Varicella-related 

encephalopathy 
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An 18-year-old woman is admitted on 
the adult take. She has been working 
as an assistant in a nursery where she 
contracted chicken pox. She initially 
recovered well and had been given a 
proprietary cold preparation 
containing aspirin and paracetamol by 
her parents. 

She was even well enough to attend 
the 18 th birthday party of a friend, and 
on arriving home she appeared happy 
but not intoxicated. Now she presents 
with intractable and uncontrollable 
vomiting. 

On admission by ambulance to the 
Emergency Department, she is 
unrousable and suffers a generalised 
tonic-clonic seizure. Examination of 
the abdomen reveals hepatomegaly. 


Investigations: 


ALT 

570 U/l 

AST 

460 U/l 

Bilirubin 

85 |jmol/l 
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This syndrome is the rarely occurring 
triad of encephalopathy, fatty liver 
degeneration and elevated 
transaminases during a post-infectious 
period. The condition is documented 
as occurring predominantly in patients 
under the age of 18 years and is most 
commonly associated with influenza or 
varicella infection. Case fatality rate is 
very high, at between 25 and 50% of 
patients. The key factor in avoiding the 
syndrome is the cessation of aspirin 
use in children and teenagers. 
Unfortunately, there is no specific 
antidote and treatment is supportive, a 
key factor being recognition and 
treatment of raised intracranial 
pressure. 


A Paracetamol overdose 


Given that the only legitimate source 
of paracetamol for this patient is from 
her parents, and there is no evidence 
of underlying depression, paracetamo 
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overdose is unlikely. 


C Alcohol-related hepatic 

encephalopathy 

Hepatic encephalopathy is unlikely 
given that she was not particularly 
intoxicated on her return home from 
the birthday party. 


D Aspirin overdose 

Aspirin overdose in its earliest stages is 
associated with hyperventilation, 
vomiting and tinnitus. 


E Varicella-related 

encephalopathy 

This is associated with progressive 
short-term memory loss and confusion. 
It may be associated with significantly 
decreased conscious level and 
seizures, but the history here of 
exposure to aspirin means that Reye 
syndrome should first be excluded. 
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A 60-year-old retired teacher presents 
with an itchy rash on her trunk and 
elbows. She has a 20-year history of 
coeliac disease and claims to be on a 
gluten-free diet. She had a 
thyroidectomy 10 years ago. She drinks 
two cans of beer per day. 


On examination, she has xanthelasma 
and excoriation marks on her body. 
There are no stigmata of chronic liver 
disease. The rest of the physical 
examination is normal. 


Investigations 


Haemoglobin 

10.7 g/dl 

White blood count 
(WBC) 

3.7 x 10 9 /l 

Platelets 

148x 10 9 /l 

Mean ce 1 volume (MCV) 

76 fl 

Bilirubin 

29 |_imol/l 

Alanine 

308 U/l 

aminotransferase (ALT) 

(5-35) 

Alkaline phosphatase 

1063 U/l 

(ALP) 

(30-150) _ 
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aminotransferase (ALT) 

(5-35) 

Alkaline phosphatase 
(ALP) 

1063 U/l 
(30-150) 

Gamma GT (GGT) 

520 U/l 

Albumin 

36 g/l 

Erythrocyte 
sedimentation ratio 

81 mm/1 st 
h 

Lactate dehydrogenase 

459 U/l 

Anti-smooth muscle 
antibody (ASMA) 

Negative 

Anti-mitochondrial 
antibody (AMA) 

Positive (1 
in 80) 

Ultrasound scan of liver 

Normal 


What is the most appropriate 
treatment? 

A Penicillamine 

B Ursodeoxycholic acid 
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sedimentation ratio 

h 

Lactate dehydrogenase 

459 U/l 

Anti-smooth muscle 
antibody (ASMA) 

Negative 

Anti-mitochondrial 

Positive (1 

antibody (AMA) 

in 80) 

Ultrasound scan of liver 

Normal 


What is the most appropriate 
treatment? 

A Penicillamine 


B Ursodeoxycholic acid 

C Phenobarbitone 


D Corticosteroids 


E Azathioprine 
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B I Ursodeoxycholic acid 


This woman has evidence of dermatitis 
herpetiformis, likely to be a result of 
lack of compliance with her diet. She 
also has other autoimmune disease 
such as thyroid disorder. She has now 
developed PBC associated with her 
coeliac disease. In PBC, liver function 
tests are cholestatic, and the presence 
of anti-mitochondrial antibody at a 
titre of >1:40 is highly suggestive of 
PBC. Ursodeoxycholic acid is widely 
used, and meta-analysis has shown 
that it improves liver biochemistry and 
delays disease progression, although 
only if used very early in the course of 
the disease. Other drugs such as 
methotrexate, azathioprine, 
corticosteroids, cyclosporine and 
penicillamine have been tried, but 
clinical benefit is unproven and side 
effects may be significant. 


A Penicillamine 

Penicillamine would be the correct 
treatment for Wilson’s disease. 
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treatment for Wilson’s disease. 
Wilson’s is an inherited disorder of 
failure of biliary copper excretion 
leading to copper accumulation, 
causing deposition in the liver and 
CNS. This would have been suggested 
by evidence of liver disease, tremor or 
dysarthria, amongst other symptoms. 
The liver function tests suggest a 
cholestatic rather than a hepatic 
picture, making this a less likely 
diagnosis. 


C Phenobarbitone 

Phenobarbitone is an anti-epileptic 
drug which can be used in nearly all 
forms of epilepsy. It can also be used 
to lower levels of unconjugated 
hyperbilirubinaemia, such as in Gilbert 
syndrome. 


D Corticosteroids 

Corticosteroids could be considered as 
treatment for inflammatory conditions. 
A possible relevant inflammatory 
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to lower levels of unconjugated 
hyperbilirubinaemia, such as in Gilbert 
syndrome. 


D Corticosteroids 

Corticosteroids could be considered as 
treatment for inflammatory conditions. 
A possible relevant inflammatory 
condition is autoimmune hepatitis, 
which would have been suggested by 
anti-smooth muscle antibody rather 
than anti-mitochondrial antibodies. 


E Azathioprine 

This is an immunosuppressive agent 
used generally for rheumatoid arthritis, 
inflammatory bowel disease and 
following organ transplantation. As 
there is no evidence of any of these 
conditions, there is no need for 
azathioprine. 


Rate this question: 
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A 58-year-old man is referred for 
investigation of dysphagia. This had 
been gradually worsening over the last 
year, but was intermittent in nature 
and was for both solids and liquids. He 
also described the frequent 
regurgitation of old food several hours 
after eating. 

Recently, he had been experiencing 
occasional episodes of severe 
retrosternal chest pain. He denied 
weight loss and heartburn. He had no 
significant past medical history and 
was on no regular medication. He was 
a non-smoker and rarely drank alcohol. 


A full clinical examination was entirely 
normal, as was his full blood count, 
urea and electrolytes and liver function 
tests. A chest X-ray was normal, and 
barium swallow was reported as 
showing a dilatation in the upper 
portion of the oesophagus, with 
tapering at the lower end. He 
underwent upper gastrointestinal 
endoscopy, which showed some old 
food in the oesophagus but no other 
abnormality. 
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showing a dilatation in the upper 
portion of the oesophagus, with 
tapering at the lower end. He 
underwent upper gastrointestinal 
endoscopy, which showed some old 
food in the oesophagus but no other 
abnormality. 

Which one of the following 
investigations should be performed 
next? 

A Oesophageal manometry 

B CT scan of the abdomen 

C Endoscopic ultrasound scan 

D Double-contrast barium meal 

E 24 h intraluminal oesophagea 

pH monitoring 
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1 A 

| Oesophageal manometry | 


The diagnosis is achalasia, where a 
range of investigations including 
endoscopy may be normal. The barium 
swallow is suggestive of achalasia and 
the definitive diagnostic test is 
oesophageal manometry, which will 
confirm a high oesophageal resting 
tone, weak or absent peristalsis and a 
non-relaxing lower oesophageal 
sphincter. Treatment options include 
endoscopic pneumatic dilation of the 
LOS (successful in 80% of cases), 
intra-sphincteric botulinum toxin 
injection and surgical division of the 
LOS (Heller’s cardiomyotomy). There is 
an increased risk of carcinoma of the 
oesophagus in patients with achalasia. 

Achalasia has an incidence of 1 per 
100,000 per year and is defined as 
reduced or absent peristalsis and 
failure of the lower oesophageal 
sphincter (LOS) to relax when 
swallowing. It is due to the 
degeneration of ganglionic cells in the 
nerve plexi of the oesophageal wall. It 
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intermittent dysphagia to both solids 
and liquids, regurgitation, severe 
retrosternal chest pain and aspiration 
pneumonia. 


B CT scan of the abdomen 

Given the barium swallow points 
towards achalasia and endoscopy has 
ruled out oesophageal malignancy, the 
next important step is manometry. CT 
of the abdomen is more useful for 
investigation of intra-abdominal 
masses. 


C Endoscopic ultrasound scan 

Endoscopic ultrasound of the 
oesophagus may be of value in 
investigating underlying oesophagea 
carcinoma, but doesn’t have a role 
here. 


D Double-contrast barium mea 
A double-contrast barium meal 

I _ I . _ J I _ 1 I I I _ _ _ * . _ _ _ I_ 
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Endoscopic ultrasound of the 
oesophagus may be of value in 
investigating underlying oesophageal 
carcinoma, but doesn’t have a role 
here. 


D Double-contrast barium meal 

A double-contrast barium meal 
wouldn’t add further information to 
that already known about this patient’s 
oesophageal dysmotility, and is 
therefore not useful here. 


E 24 h intraluminal oesophageal 

pH monitoring 

Intraluminal pH monitoring is most 
useful when oesophageal reflux is 
suspected, particularly when it occurs 
at night, but the endoscopy 
examination is equivocal. 


Rate this question: 
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A 52-year-old man presented with an 
attack of acute upper abdominal pain 
associated with vomiting. 

On examination, he had epigastric 
tenderness and guarding. Serum 
amylase was 1300 IU/1. He was treated 
with intravenous antibiotics, fluids and 
analgesia. His pain settled and he 
made a good recovery and was 
discharged from hospital several days 
later. 


Eight weeks later, he was readmitted 
with malaise and persistent abdomina 
pain. 

On examination, he had a low-grade 
pyrexia and there was a tender mass 
palpable in the upper abdomen. His 
heart rate is 96 bpm and his blood 
pressure is 124/81 mmHg. 


Investigations: 


Haemoglobin (Hb) 

11.2 g/l 

White cell count 

14 x 10 9 /l 

Platelets 

390 x 

10 9 /l 
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Mean corpuscular volume 
(MCV) 

82 fl 

C-reactive protein (CRP) 

200mg/l 

Na + 

137 

mmol/l 

K* 

4.3 

mmol/l 

Urea 

4.8 

mmol/l 

Creatinine 

120 

|jmol/l 

Ca 2+ 

2.50 

mmol/l 

Bilirubin 

22 |jmol/l 

Alkaline phosphatase 

160 IU/1 

Gamma-glutamyl 

transferase 

78 IU/1 

Aspartate transaminase 
(AST) 

42 IU/1 

Amylase 

1000 IU/1 
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Gamma-glutamyl 

transferase 

78 IU/1 

Aspartate transaminase 
(AST) 

42 IU/1 

Amylase 

1000 IU/1 


What is the most likely diagnosis? 

A Pancreatic pseudocyst 

B Pyogenic liver abscess 

C Chronic pancreatitis 

D Recurrent attack of acute 

pancreatitis 

E Pancreatic carcinoma 
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A 52-year-old man presented with an 
attack of acute upper abdominal pain 
associated with vomiting. 

On examination, he had epigastric 

ng. Serum 
. He was treated 
with intravenous antibiotics, fluids and 
analgesia. His pain settled and he 
made a good recovery and was 
discharged from hospital several days 
later. 

Eight weeks later, he was readmitted 
with malaise and persistent abdominal 
pain. 

On examination, he had a low-grade 
pyrexia and there was a tender mass 
palpable in the upper abdomen. His 


heart rate is 96 bpm and his 
pressure is 124/81 mmHg. 

blood 

Investigations: 


Haemoglobin (Hb) 

11.2 g/l 

White cell count 

14 x 10 9 /l 
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tenderness and guardi 
amylase was 1300 IU/1 
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A I Pancreatic pseudocyst 


Pancreatic pseudocysts are an 
uncommon complication of acute 
pancreatitis, and are localised 
collections of pancreatic fluid and 
debris, usually in the lesser sac. They 
are initially contained within a fragile 
wall of granulation tissue which 
eventually forms a fibrous capsule. 
They cannot be diagnosed until more 
than 6 weeks after the acute attack, 
and may present with abdominal pain 
or a mass, fever and persistently raised 
amylase and liver function tests. Small 
pseudocysts usually resolve on their 
own, but those that are greater than 6 
cm in diameter seldom disappear 
spontaneously and may lead to 
complications such as haemorrhage 
and infection. They are usually 
managed by endoscopic or 
percutanous drainage or surgical 
intervention. 


D I Recurrent attack of acute 
I pancreatitis 
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Kecurrent acute pancreatitis can occur, 
and in some patients this becomes a 
regular problem necessitating surgery 
if very severe. The presence of a tender 
and palpable mass makes this a less 
likely diagnosis. 


B Pyogenic liver abscess 

Liver abscesses mostly occur following 
peritonitis due to leaking of bowel 
content with spread to the liver by 
portal circulation. Alternatively, there 
can be direct spread from the biliary 
system or haematogenous seeding 
from systemic infection. Liver abcesses 
commonly cause fever and abdominal 
pain, whilst patients can also have 
anorexia, vomiting and weight loss. 

The low-grade, as opposed to a high- 
grade, fever, as well as the very 
delayed timing, makes this an unlikely 
diagnosis. 


C Chronic pancreatitis 
Chronic pancreatitis occurs with 
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C Chronic pancreatitis 

Chronic pancreatitis occurs with 
progressive inflammatory changes 
causing permanent structural damage, 
which results in impaired exocrine and 
endocrine function. It can present as 
chronic epigastric pain with nausea 
and vomiting which radiates to the 
back, or with pancreatic insufficiency 
causing malabsorption and 
steatorrhea. The acute abdominal signs 
and elevated amylase make this a less 
likely differential. 


E Pancreatic carcinoma 

Pancreatic carcinoma is a cause of a 
painless epigastric mass and 
progressively worsening jaundice. The 
presence of pain and tenderness 
reduces the likelihood of this diagnosis, 
as does the absence of jaundice. 


Rate this question: 
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A 60-year-old woman undergoes 
investigation after presenting with 
intermittent diarrhoea alternating with 
constipation over a period of several 
months. In addition, she complains of 
cramping abdominal pains. 

Her weight is steady. Her general 
practitioner has checked her routine 
bloods: haemoglobin is 98 g/l, 
erythrocyte sedimentation rate 20 
mm/h and electrolytes and liver 
function tests are normal. 


A view obtained at colonoscopy is 
shown below: 
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Image courtesy of Dr Hans Bjorknas, 
Gastrolab, Vasa, Finland. 

What is the most likely deficiency 
underlying the anaemia? 

A Vitamin B 12 deficiency 

B Vitamin B 12 and folate 

deficiency 

C Iron deficiency 

D Folate deficiency 

E Ferritin deficiency 
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he image shows colonic diverticulae, 
and her symptoms are typical of 
diverticular disease. This disorder, 
whose aetiology is poorly understood, 
may affect any part of the 
gastrointestinal (GI) tract, the sigmoid 
being the most commonly affected 
(involved in >90% of cases). The rest 
of the colon and the small intestine can 
also be affected. Lower Gl blood loss 
may occur as frank haemorrhage or 
occult losses, as in this case; this 
results from rupture of the small blood 
vessels that are stretched while 
coursing over the dome of the 
diverticulae. Occult blood in the stool 
is present in approximately 25% of 
patients with diverticulitis. Iron 
deficiency is therefore a more common 
overall cause of anaemia related to this 
condition than is Vitamin B 12 
deficiency. Acute diverticulitis is a 
possible complication of diverticular 
disease; this results from the 
inspissation of faecal material in the 
neck of the diverticulum and resultant 
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neck of the diverticulum and resultant 
bacterial replication. Cultural dietary 
factors may play a role in aetiology - it 
is a disease of Westernised societies 
and links have been demonstrated to 
low-fibre diets and high consumption 
of red meat and animal fats. However, 
genetic causes also exist. It is rare 
under the age of 40 years. 


A Vitamin B 12 deficiency 

Vitamin B 12 is found in meat, fish and 
dairy products. It binds intrinsic factor 
in the stomach and is subsequently 
absorbed in the terminal ileum. It is a 
cause of macrocytic anaemia, and the 
patient may also have glossitis, angular 
cheilosis and may develop neurological 
complications. Chronic deficiency can 
cause psychosis, peripheral 
neuropathy and subacute combined 
degeneration of the spinal cord. 

Causes can be dietary lack, pernicious 
anaemia or due to factors affecting 
absorption in the terminal ileum, such 
as resection in Crohn’s disease, 
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B Vitamin B 12 and folate 

deficiency 

As this patient is unlikely to have either 
B 12 or folate deficiency as a primary 
cause for anaemia, this is unlikely. 


D Folate deficiency 

Folate is found in green vegetables, 
nuts, yeast and liver and is absorbed in 
the duodenum and jejunum. Deficiency 
can lead to macrocytic anaemia and 
fetal neural tube defects. It can be 
caused by poor diet, increased 
demand (e.g. malignancy and renal 
dialysis, malabsorption in coeliac and 
other conditions) and can also occur 
from drug usage, including alcohol, 
methotrexate, phenytoin and 
valproate. Treatment is to address the 
underlying cause but only to replace 
folate with adequate vitamin Bi 2 , as 
otherwise this can cause subacute 
demyelination of the spinal cord. 



E Ferritin deficiencv 
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A 54-year-old businessman is brought 
in by ambulance from the airport with 
sudden-onset, excruciating upper 
abdominal pain radiating to his back 
following a flight. He has had recurrent 
vomiting during the whole of his flight. 
He has a history of hiatus hernia but no 
history of cardiac problems. He drinks 
10 units of alcohol per week. 

On examination, he is dyspnoeic and 
cyanosed. Blood pressure is equal on 
both arms and there is no radial-radial 
delay. His saturation is 88% on high- 
flow oxygen. Heart sounds are normal. 

On chest examination, there is reduced 
air entry and dullness to percussion on 
the left side. There is marked epigastric 
tenderness and rigidity. His pain fails to 
improve with morphine or pethidine. 
Amylase and cardiac enzymes are 
within normal range. 

Electrocardiography demonstrates 
sinus tachycardia but no other 
abnormalities. 

Chest X-ray shows a left pleural 
effusion. 




o 






improve with morphine or pethidine. 
Amylase and cardiac enzymes are 
within normal range. 

Electrocardiography demonstrates 
sinus tachycardia but no other 
abnormalities. 

Chest X-ray shows a left pleural 
effusion. 

Which of the following is the most 
likely diagnosis? 

A Dissecting thoracic aneurysm 

B Aspiration pneumonia 

C Acute pancreatitis 

D Perforated duodenal ulcer 

E Boerhaave’s syndrome 
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Boerhaave’s syndrome | 


Repeated vomiting followed by 
epigastric pain and pleural effusion 
should lead one to consider the 
diagnosis of spontaneous rupture of 
the oesophagus, also known as 
Boerhaave syndrome. It is relatively 
uncommon but serious and potentially 
fatal. It is complete transmural 
laceration of the lower part of the 
oesophagus, with gastric contents 
entering the mediastinum and pleural 
cavity. If one were to perform a pleural 
fluid aspirate, one is likely to aspirate 
gastric contents. It is usually caused by 
vomiting against a closed glottis. 

Other clinical features that may 
suggest the diagnosis include 
odynophagia and surgical emphysema 
in the neck. It is more common in men 
than women and typically present in 
those between 50-70 years old. Early 
operation after appropriate 
resuscitation offers the best chance of 
survival. 
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Patients presenting with dissection 
classically have a history of 
hypertension. One would also expect a 
disparity in the blood pressure and 
pulse in acute dissections. Patients 
may also present with a neurological 
deficit due to involvement of the spina 
and carotid arteries. 


B Aspiration pneumonia 

Although the recurrent vomiting and 
hiatus hernia would certainly be a risk 
factor, the persistent, excruciating pain 
would be uncharacteristic for an 
aspiration pneumonia as would such a 
rapid onset of a pleural effusion. 


C Acute pancreatitis 

A rise in amylase >3x the upper limit of 
normal is one of the diagnostic criteria 
for pancreatitis, and therefore the 
normal amylase level precludes this. 

See AGA guidelines on management of 
acute pancreatitis. Reference: 
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A 56-year-old retired teacher presents 
with acute epigastric pain and 
melaena. He had an upper 
gastrointestinal endoscopy 1 week 
prior to this and was found to have a 
non-bleeding gastric ulcer. He was 
started on a proton pump inhibitor. He 
previously took regular non-steroidal 
anti-inflammatory drugs for arthritis. 

On examination, his heart rate is 100 
bpm, and his blood pressure is 90/60 
mmHg. His abdomen is tender and 
rigid, with absent bowel sounds. An 
erect chest X-ray is shown below. 
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By Clinical_Cases: / made the photo 
myself, licensed under Creative 
Commons license. [CC BY-SA 2.5 
(https://creativecommons.org/Ucenses/bi 
sa/2.5)], via Wikimedia Commons 

He subsequently underwent surgery. 

Following his surgery, he is most likely 
to have reduced absorption of which 
of the following? 

A Folate 

B Iron 

C Glucose 

D Vitamin D 

E Nicotinic acid 
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Given the endoscopy findings and the 
pneumoperitoneum demonstrated on 
the chest X-ray, this patient is most 
likely to have gone on to have a 
gastrectomy. 

Following gastrectomy, iron deficiency 
is common (occurring in 100% of total 
gastrectomy patients). This is due to 
the absence of the acidic environment 
that normally leads to ferric (3+) forms 
of iron being reduced to the more 
absorbable ferrous (2+) form, which is 
subsequently absorbed in the 
duodenum. 


A Folate 

The patient has most likely undergone 
a partial or total gastrectomy. Folate is 
absorbed in the jejunum, and 
absorption should therefore be 
unaffected. Common causes of folate 
deficiency are alcoholism and dietary 
causes. 
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C Glucose 

Glucose is absorbed in the small 
intestine along the brush border 
membrane, and thus absorption should 
not be affected by gastrectomy. 



D Vitamin D 

Dietary vitamin D is absorbed in the 
small intestine, or in the skin through 
sunlight exposure. Diseases affecting 
the liver or kidney can lead to 
deficiency. 

E Nicotinic acid 

Nicotinic acid/vitamin B3 deficiency 
leads to pellagra. Absorption is in the 
duodenum and requires an alkaline 
environment for absorption. 


Rate this question: 





□ 


O 







4G 
it.I 


©' Si 9:13 



Question 15 of 20 


A 44-year-old man with a long history 
of diarrhoea presented with a painful 
lesion on his leg. He had noticed what 
he thought was an insect bite some 
days previously, which rapidly 
progressed to the lesion depicted 
below. He had started feeling unwell 
with the development of the lesion and 
described general malaise and 
arthralgia. 



What is the diagnosis? 


A Pyoderma gangrenosum 
B Acanthosis nigricans 
C Erythema nodosum 




o 





Question 15 of 20 



©' Si 9:13 



days previously, which rapidly 
progressed to the lesion depicted 
below. He had started feeling unwell 
with the development of the lesion and 
described general malaise and 
arthralgia. 



What is the diagnosis? 


A Pyoderma gangrenosum 


B Acanthosis nigricans 


C Erythema nodosum 

D Erythema multiforme 

E Dermatomyositis 
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1 A 

| Pyoderma gangrenosum | 


Typically, this starts as a small papule 
or pustule that may often be mistaken 
for an insect bite. This rapidly spreads 
into an ulcerating lesion, with pain 
being a predominant feature. Although 
PG may occur at any age, it is most 
common in the fourth and fifth 
decades of life. Sex distribution is 
equal, and about half of cases occur in 
association with a systemic illness. 

Inflammatory bowel disease is the 
strongest association, although less 
than 1% of people with IBD develop PG; 
other associations include 
rheumatological conditions 
(rheumatoid arthritis, seronegative 
spondyloarthropathies, etc.), liver 
disease (particularly autoimmune 
hepatitis) and haematological 
conditions (including both lympho- 
and myeloproliferative disorders). 

Diagnosis is primarily based upon 
clinical findings. There are no really 
characteristic histological features, 
although biopsy is useful in helping to 
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although biopsy is useful in helping to 
exclude other diagnoses. 

Topical corticosteroids are the typical 
first-line treatment, with systemic 
corticosteroids reserved for refractory 
disease. In the most severe cases, 
other potent immunosuppressants 
(including ciclosporin, mycophenolate 
mofetil or anti-TNF-a agents) may be 
required. 



B Acanthosis nigricans 

Acanthosis nigricans is not typically 
associated with skin ulcers. Acanthosis 
nigricans manifests as velvety, 
hyperpigmented areas of skin, and 
most commonly occurs in skin folds or 
around the neck. 


C Erythema nodosum 

Erythema nodosum is not typically 
associated with skin ulcers. IBD is a 
well-recognised risk factor for 
erythema nodosum, but this manifests 
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Erythema nodosum 


Erythema nodosum is not typically 
associated with skin ulcers. IBD is a 
well-recognised risk factor for 
erythema nodosum, but this manifests 
as red-purple subcutaneous nodules, 
particularly in the pre-tibial region. 


D Erythema multiforme 

Erythema multiforme is not typically 
associated with skin ulcers. Erythema 
multiforme classically produces ‘target 
lesions’ of the skin. 


E Dermatomyositis 

Dermatomyositis is not typically 
associated with skin ulcers, but is 
associated with a violaceous, scaly 
papular rash on extensor surfaces 
(known as Gottron’s papules), as well 
as a purple-coloured ‘heliotrope rash’ 
around the eyes. 
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A 70-year-old man presents to the 
Emergency Department complaining 
of left iliac fossa tenderness, fevers and 
intermittent diarrhoea over the course 
of the past week. 

On further questioning, he admits to 
having suffered from vague abdominal 
pains and bloating over the past few 
months. He has seen the dietician at 
his GP surgery for obesity 
management and also has a history of 
hypertension for which he is taking 
ramipril. 

On examination, his blood pressure is 
141/78 mmHg, he is pyrexial 37.8 °C 
and is diffusely tender in the left iliac 
fossa. 


Investigations: 


Hb 

12.1 

g/dl 

WCC 

13.1 

x 10 9 /l (neutrophilia) 

PLT 

190 

x 10 9 /l 

Na + 

140 

mmol/l 

K + 

4.7 

mmol/l 
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Hb 

12.1 g/dl 

WCC 

13.1 x 10 9 /l (neutrophilia) 

PLT 

190 x 10 9 /l 

Na + 

140 mmol/l 

K + 

4.7 mmol/l 

Creatinine 

120 jjmol/l 


Urine red cells+, white cells+ 


Which of the following is the most 
appropriate investigation? 


A Intravenous urogram (IVU) 
B Plain abdominal X-ray 

C Urine culture 


D Abdominal CT 


E USS urinary tract 
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The obesity, previous symptoms 
suggestive of irritable bowel and 
recent-onset diarrhoea are suggestive 
of diverticulitis (1) . The neutrophilia and 
left-sided abdominal tenderness also 
support the diagnosis. Red and white 
cells in the MSU are the result of 
periureteric inflammation. CT scanning 
helps with assessment of severity of 
diverticular disease, degree of local 
inflammation, evidence of local 
perforation and possible abscess 
formation. Management depends on 
disease severity: less complicated 
cases may be managed with IV 
antibiotics only, but Gl surgical opinion 
as to the necessity for operative 
intervention is crucial. 


A Intravenous urogram (IVU) 

The symptoms are suggestive of 
diverticulitis. An IVU will give structura 
information about the urinary tract, 
which is of little utility here. 
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B Plain abdominal X-ray 

An abdominal X-ray can show bowel 
obstruction and features of colitis but 
a CT abdomen will give more 
information and may point to the 
underlying diagnosis. 


C Urine culture 

Although a UTI/pyelonephritis could 
explain the left iliac fossa pain and 
fever, it would not explain the 
diarrhoea. 


E USS urinary tract 

It will give no information pertaining to 
the bowel and a CT is therefore 
preferable. 

Reference 

O'Neill S, Ross P, McGarry P, Yalamarthi 
S. Latest diagnosis and management 
of diverticulitis. BJMP, 2011, 4, a443. 
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A 42-year-old man presents to his 
general practitioner (GP) with 
jaundice. He gives a 20-year history of 
ulcerative colitis which is managed 
with Sulfasalazine, and he has been 
relatively well with respect to his 
colitis. 


Over the past few months, he has been 
feeling increasingly tired and suffering 
from itching. He presents now because 
he has noticed that his urine has 
become dark and the whites of his 
eyes have gone yellow. 

Investigations: 


Hb 

11.0 g/dl 

WCC 

6.1 x 10 9 /l 

PLT 

210 x 10 9 /l 

Na + 

138 mmol/I 

K + 

4.3 mmol/I 

Creatinine 

100 pmol/l 

AI_P 

420 U/l 

ALT 

95 U/l 
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K + 4.3 mmol/l 

Creatinine 100 (jmol/l 

ALP 420 U/l 

ALT 95 U/l 

Bilirubin 110 |jmol/l 

Which of the following would be the 
preferred investigation? 

A Liver biopsy 

B Auto-antibody testing 

C Magnetic resonance 

cholangiopancreatography 

D Ultrasound 

E Hepatitis serology 
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Magnetic resonance 
cholangiopancreatography 


This patient has a positive history of 
ulcerative colitis and now presents 
with symptoms of obstructive jaundice 
with fatigue and pruritus. The most 
likely diagnosis here is PSC. Magnetic 
resonance cholangiopancreatography 
(MRCP) is considered to be the 
preferred imaging modality for cases 
of PSC. It is superior to endoscopic 
retrograde cholangiopancreatography 
(ERCP) due to its safety profile and 
diagnostic accuracy. MRCP has an 
accuracy of diagnosis for PSC of 90%, 
compared to 97% for ERCP. 


A Liver biopsy 

Liver biopsy is generally not necessary 
to establish a diagnosis of primary 
sclerosing cholangitis (PSC). However, 
it helps in diagnosing suspected cases 
of small duct PSC in patients with 
normal cholangiograms. 




o 





B Auto-antibody testing 


Auto-antibody testing for anti-smooth 
muscle, anti-nuclear and anti¬ 
neutrophil cytoplasmic antibodies, can 
be useful in cases of PSC, but these 
antibodies are not specific for PSC and 
are also present in other conditions. 


D Ultrasound 

Ultrasound can be used for imaging of 
the biliary tract in patients with 
persistent cholestatic liver tests, but 
other methods such as MRCP and 
ERCP are regarded as preferred 
methods. 


E Hepatitis serology 

There is no reason to request hepatitis 
serology at this stage of management, 
keeping in mind the likely diagnosis of 
PSC and a positive history of ulcerative 
colitis. 
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A 21-year-old woman returns from a 
gap year trip to Thailand, where she 
was working at a village school. She is 
worried as she has begun losing 
weight, is feeling tired all the time and 
has chronic diarrhoea which she says is 
voluminous and difficult to flush away. 


On examination, she looks very thin, 
with a BMI of 17. She is also pale and 
has bilateral ankle swelling. 

Investigations: 


Hb 

10.4 g/dl (MCV 106 fl) 

WCC 

5.3 x 10 9 /l 

PLT 

220 x 10 9 /l 

Na + 

139 mmol/I 

K + 

4.0 mmol/l 

Creatinine 

100 |jmol/l 

Albumin 

24 g/l 


Jejunal biopsy shows mild villous 
atrophy, increased crypts and 
mononuclear cell infiltrates, and lipid 
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Creatinine 100 pmol/l 
Albumin 24 g/l 



Jejunal biopsy shows mild villous 
atrophy, increased crypts and 
mononuclear cell infiltrates, and lipid 
accumulation below the basement 
membrane. Coliform bacteria are 
isolated. 

Which of the following is the most 
likely underlying diagnosis? 


A Crohn's disease 


B Coeliac disease 


C Whipple’s disease 
D Tropical sprue 
E Cryptosporidium 
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weight, is feeling tired all the time and 
has chronic diarrhoea which she says is 
voluminous and difficult to flush away. 


On examination, she looks very thin, 
with a BMI of 17. She is also pale and 
has bilateral ankle swelling. 

Investigations: 


Hb 

10.4 g/dl (MCV 106 fl) 

WCC 

5.3 x 10 9 /l 

PLT 

220 x 10 9 /l 

Na + 

139 mmol/l 

K + 

4.0 mmol/l 

Creatinine 

100 [jmol/l 

Albumin 

24 g/l 


Jejunal biopsy shows mild villous 
atrophy, increased crypts and 
mononuclear cell infiltrates, and lipid 
accumulation below the basement 
membrane. Coliform bacteria are 
isolated. 

Which of the following is the most 
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Tropical sprue occurs in tropical 
regions, predominantly central 
America and South-Eastern Asia. It is 
thought that an initial Gl infection 
results in small bowel stasis, 
opportunistic colonisation by 
organisms such as conforms, and then 
a degree of villous atrophy leading to 
malabsorption and B 12 /folate 
deficiency. Treatment with vitamin 
replacement and a prolonged course 
of tetracycline for 3-6 months is 
recommended, although she should be 
warned not to get pregnant while 
taking the antibiotics. It is the clinical 
features of this condition, including the 
history prior to presentation, that drive 
us to a diagnosis of tropical sprue 
rather than Crohn’s or coeliac disease. 


C I Whipple’s disease 


Whipple’s disease shows infiltration of 
the lamina propria in the duodenum 
with PAS-positive macrophages. 
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with PAS-positive macrophages. 
Symptoms other than Gl disturbance, 
including polyarthritis, are also seen. 


A Crohn’s disease 

The presence of villous atrophy and 
enteropathic coliform bacteria is more 
consistent with tropical sprue. Crohn’s 
disease is associated with lymphocytic 
infiltration and crypt abscess 
formation. 


B Coeliac disease 

Coeliac disease is associated with 
villous atrophy, although enteropathic 
coliform bacteria are not usually seen. 


E Cryptosporidium 

Cryptosporidium is associated with 
acute-onset watery diarrhoea, rather 
than the picture of chronic fat 
malabsorption seen here. 
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A 31-year-old woman, who is known to 
be hepatitis C-posiitive, comes to your 
clinic. She is 28 weeks’ pregnant and 
she asks for information about risk of 
transmission of the virus to her baby. 
She is HIV-negative. 

Which of the following is the most 
appropriate advice for her? 


A The risk of transmission to the 

baby is approximately 15% 

B Testing of any offspring for 

hepatitis C should not happen 
before 2 months 

C Elective caesarean is 

preferred to reduce the risk of 
vertical infection 

D Ribavirin should be given 

during late pregnancy to 
reduce the risk of 
transmission 
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B I Testing of any offspring for 
I hepatitis C should not happen 
I before 2 months 


The diagnosis of HCV infection is often 
made by detecting antibodies to 
hepatitis C, but because of maternal 
transmission of IgG, serological testing 
is therefore not reliable for up to the 
first 12 months of life. It’s therefore 
recommended that infants are tested 
for HCV RNA on two occasions 
between 2 and 6 months of life, and 
for hepatitis C antibodies after 15 
months. 


C I Elective caesarean is 

I preferred to reduce the risk of 
I vertical infection 


Mode of delivery doesn’t impact on 
risk of vertical hepatitis C transmission, 
and caesarean is therefore not 
recommended unless there are other 
reasons for retaining it as an option. 

A Thp ri^k nf trpn^mi^inn fn thp 
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The risk of vertical transmission is 
thought to be between 1.5 and 5%, 
although the risk is much higher in 
patients who are co-infected with HIV. 


D Ribavirin should be given 

during late pregnancy to 
reduce the risk of 
transmission 

Ribavirin is teratogenic and is therefore 
not used in pregnancy. If possible, 
patients with hepatitis C should 
undergo eradication anti-viral therapy 
before trying for a family. 


E Breastfeeding is not advised 

because of the risk of vertical 
infection 

Although HCV has been detected in 
maternal colostrum, transmission of 
HCV via breastfeeding has not been 
documented. 




Rate this question: 
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A 74-year-old man, who has recently 
returned from Singapore, presents to 
the Emergency Department with 
severe pneumonia. He is treated with 
intravenous (iv) co-amoxiclav and then 
transferred to oral after four days, but 
begins to develop severe diarrhoea. 
This worsens over the next 24 h until 
he is opening his bowels 8-10 times per 
day and beginning to get dehydrated. 

On examination, his BP is 120/70 
mmHg, his pulse is 92/min, but his BP 
decreases to 95/60 mmHg and his 
pulse increases to 105/min on 
standing. His temperature is 37.8 °C. 

His chest signs have significantly 
improved. 

Investigations: 


Hb 

12.9 g/dl 

WCC 

12.1 x 10 9 /l 

PLT 

187 x 10 9 /l 

CRP 

44 mg/I (down from 187) 
(< 10) 

Na + 

143 mmol/l 
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Hb 

12.9 g/dl 

WCC 

12.1 x 10 9 /l 

PLT 

187 x 10 9 /l 

CRP 

44 mg/I (down from 187) 
(< 10) 

Na + 

143 mmol/l 

K + 

3.9 mmol/l 

Creatinine 

147 |_imol/l 


Which of the following is the most 
appropriate antibiotic choice? 

A Metronidazole 

B Mebendazole 

C Ciprofloxacin 



D Clindamycin 

E Co-amoxiclav 
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Metronidazole 


This patient in all likelihood has 
Clostridium difficile infection resulting 
in the development of 
pseudomembranous colitis. Symptoms 
are typically said to occur between 5 
and 10 days after commencing 
antibiotic therapy. Diagnosis is via 
stool samples detecting Cl. difficile 
toxin. Sigmoidoscopy is not used 
routinely, but can reveal distal 
ulceration and a possible yellow slough 
or pseudomembrane in around half of 
patients. Treatment of choice for 
psuedomembranous colitis is ora 
metronidazole (or intravenous 
metronidazole if there is no oral route), 
with oral vancomycin as a possible 
alternative. Supportive therapy with 
appropriate rehydration is also 
essential to avoid pre-kidney disease, 
and already debilitated patients have a 
significant mortality which may 
approach as high as 25%. 


B Mebendazole 
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B Mebendazole 

This is a medication used to treat 
parasitic worm infections, such as 
giardia and hookworm. 


C Ciprofloxacin 

This is a fluoroquinolone antibiotic that 
is associated with Cl. difficile infection. 


D Clindamycin 

This is an antibiotic that is associated 
with Cl. difficile infection. 


E Co-amoxiclav 

This is amoxicillin with clavulanic acid 
and is the antibiotic the patient has 
received for his pneumonia; it is likely 
that this was a significant contributing 
factor to his Cl. difficile infection. 


Rate this question: 









